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INTRODUCTION 
 
               Obsessive Compulsive disorder is a debilitating and interesting psychiatric 
disorder characterised by Obsessions and Compulsions. Obsessive Compulsive 
disorder once considered as a rare disorder, but now it is recognized as one of the 
common psychiatric disorder. The lifetime prevalence of Obsessive Compulsive 
Disorder is 2- 3%. Obsessive Compulsive disorder was previously considered to be 
the central of psychodynamic thinking, but later it is identified as a neuropsychiatric 
disorder. It is one the few psychiatric disorder in which the underlying neurocircuit is 
understood to some extent. Obsessive Compulsive disorder is clinically heterogenous 
in its expression. Obsessions can be in many forms, repetitive thoughts, images and/or 
urges and Compulsions can be observable acts and/or mental acts. Various types of 
obsessions and compulsions are reported.  No two patients with Obsessive 
Compulsive Disorder may have same obsession and compulsion at a time. This 
heterogeneity in phenomenology has its impact both in scientific research and in 
clinical settings for diagnosis the disorder. Research in this area are increasing and the 
researchers are exploring subtypes of Obsessive Compulsive Disorder based on 
clinical features, which may create new insight into neurobiology, genetics, 
neuroimaging of Obsessive Compulsive Disorder and effective treatment1. 
                 Obsessive Compulsive Disorder has higher comorbidity rate of other 
psychiatric illnesses. Both axis I and axis II disorder are seen in Obsessive 
Compulsive Disorder patients. Major depressive disorder is the common comorbidity 
reported in previous studies. ECA study show that two third of Obsessive Compulsive 
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Disorder patients had atleast one psychiatric comorbidity in their lifetime2. Obsessive 
Compulsive Disorder is a chronic disorder with waxing and waning of symptom 
severity in between. It is associated with significant functional and social impairment. 
In Obsessive Compulsive Disorder patients, the Quality of life is poor and its 
impairment is comparable to other major psychiatric disorder like Schizophrenia. 
Added to its severity, the comorbid psychiatric disorders further worsen the functional 
impairment and treatment response. 
SCOPE OF THIS STUDY: 
                 Our study has been framed to explore the clinical features and comorbidity 
in patients with Obsessive Compulsive disorder. This study is designed to find the 
various obsessions and compulsions and the types of psychiatric comorbidities in 
Obsessive Compulsive Disorder patients. In addition, this study also aims to assess the 
insight of Obsessive Compulsive Disorder patients. It will also correlate the stressful 
life events, with severity of Obsessive Compulsive Disorder, as well as with the 
comorbid psychiatric disorder. Our study also attempts to assess the burden of the 
psychiatric comorbidity, by studying the quality of life in the patients. By identifying 
the various clinical features and types of Psychiatric comorbidities, its relationship 
with Stressful Life Events, Quality of Life, Obsessive Compulsive Disorder can be 
diagnosed at early stage and management of illness can be focused, so that Psychiatric 
morbidity can be reduced.  
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REVIEW OF LITERATURE 
I. HISTORY: 
                 Descriptions about Obsessive Compulsive disorder symptoms are found in 
early medical literatures. In the late 19th century, Westphal in his writing 
“Zwangsvostellung” described about Obsessive Compulsive disorder. From his 
literature the English term ‘obsession’ and ‘compulsion’ were translated. Later 
psychoanalyst described about Obsessive Compulsive disorder symptoms and their 
core features. In 1903, Pierre Janet described about the patients with Obsessive 
Compulsive disorder in his writing “Obsessions and psychasthenia”. He described 
about the role of incompleteness in persons with Obsessive Compulsive disorder. 
Freud in his writing explained about the role of unconsciousness in Obsessive 
Compulsive disorder. He described about the spectrum of symptoms ranging from 
obsessive compulsive personality, obsessive compulsive neurosis and obsessive 
compulsive psychosis1.  
II. CLINICAL FEATURES: 
                Obsessions and Compulsions are characteristic feature of Obsessive 
Compulsive disorder. They commonly presents with both Obsession and Compulsion, 
but either Obsession or Compulsion can present alone as the presenting complaint. At 
some point of time during the course of illness, person with Obsessive Compulsive 
disorder recognize that their symptoms (Obsession /Compulsion) as excessive and/or 
senseless. Obsession and Compulsion are time consuming, with some patient may 
spend their whole day in it. They interfere with patient functioning and cause social 
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and occupational impairment. They cause significant subjective distress to the 
patient.3 
                Obsessive Compulsive disorder symptoms are heterogenic, that is the 
content of the Obsession and Compulsion are varies widely. But the basic types of 
Obsessive Compulsive disorder symptoms are remain consistent across several 
cultures, over time and in various age groups (adult and child). Patient may have 
multiple and changing Obsession and Compulsion over the course of illness. 
A.OBSESSION: 
                 Obsessions are recurrent, intrusive, irrational and irresistible thoughts, 
images or urges and it causes intense anxiety or distress to the patient. Inspite of their 
disturbing nature, person with Obsessive Compulsive disorder often find it difficult to 
control or dismiss their obsessions4. 
B.OBSESSION - TYPES: 
                Commonly reported obsessions are fear of contamination, obsessive doubts, 
aggressive obsession, need for symmetry, religious obsession and hoarding obsession. 
i. CONTAMINATION OBSESSION: 
                 Studies done in phenomenology of Obsessive Compulsive disorder reported 
that fear of contamination is the most commonly observed obsession.5 It usually 
present with one of the following characteristics. Fear of dirt/fear of germ, in which 
the patient is excessively concerned with the dust/germ, for example patient may fear 
that their belongings or household article would become dirty and it causes intense 
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anxiety. To reduce the anxiety patient commonly engages in washing or cleaning 
rituals. Some of the patients have excess concern about environmental toxin or hazard 
and some may have intense disgust with bodily secretions or wastes. 
                 Patient with contamination obsession often describe a fear of contracting or 
spreading the illness, on mere contact with the contaminated object. The content of the 
contamination obsession and its dreaded consequence may change over the time. In 
addition to washing/cleaning compulsion some patient may develop avoidance 
behaviour to reduce the anxiety5. 
ii. PATHOLOGICAL DOUBTS: 
                Obsessive Compulsive disorder patient with pathological doubts have 
intrusive and repetitive doubts whether they completed their routine activities 
correctly or not. They have excess fear or concern and take the responsibilities for the 
terrible events, if any occur. They have nagging doubts that some dire event may 
happen because of their carelessness. For example, patient may have repeated doubts 
whether they locked the door properly or not and they may fear that they are 
responsible for the theft if any occurred. Pathological doubts usually associated with 
checking compulsions or avoidance behaviour. Pathological doubt or over 
responsibility of harm as a core feature can be seen in other subytpes of Obsessive 
Compulsive disorder symptoms5. 
iii. SEXUAL AND AGGRESSIVE OBSESSION: 
                 Patients have repeated thoughts/ images of unwanted sexual and aggressive 
content or repeated fear that may have commit any unwanted or unacceptable 
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sexual/aggressive acts towards other. The content of sexual and aggressive obsessions 
is usually unacceptable and horrible to the patient. Patients have intense anxiety or 
guilt of having such thoughts. They may think that they are punishable because of 
their obsessional content. Patient attempt to avoid such thoughts without the 
dissociation of negative affect would further increase the anxiety and preoccupation. 
The compulsions associated with sexual and aggressive obsessions are need to 
ask/need to confess or compulsive praying. In aggressive obsession patient may have 
avoidance behaviour (avoidance of seeing or touching the sharp objects). 
iv. NEED FOR SYMMETRY: 
                Patients with need for symmetry describe a drive to arrange or order things 
correctly, carry out and undo certain acts in an exact sequence. They are bothered by 
things that are not exactly lined up. Some patients describe an urge to perform the act 
until they feel “just right”. Inspite of intense anxiety, some patients with need for 
symmetry may describe the feeling of uneasiness. Two groups in need for symmetry 
obsession is observed, in one group ‘incompleteness’ is the underlying feature in 
which the patient would take more time to finish even a simple task (obsessional 
slowness) to get the just right feel. Another group may have ‘magical thinking’ in that 
the symmetry is achieved to prevent from the dire events from occurring4. 
v. RELIGIOUS OBSESSION: 
                 The patients with religious obsession have excessive concern with right, 
wrong and moral values. They may have intrusive religious blasphemous 
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thoughts/sacrilege, concern about committing a sin or performing a religious task in a 
wrong way. 
vi. HOARDING OBSESSION: 
                In hoarding obsession patient is concerned with losing an important item by 
mistake so they would save the objects with limited values and failed to get rid of 
them. It may go to extreme that the patient cannot use their place because of the 
accumulation of hoarded objects. 
C.COMPULSION: 
                Compulsions are repetitive acts that can be either motor/ observable or 
mental acts in which the person feels driven to perform it, commonly done in order to 
reduce the anxiety caused by obsession. But in the long run they themselves cause 
anxiety. 
D.COMPULSION – TYPES: 
                   Following compulsions are reported commonly, cleaning/washing 
compulsions, checking, ordering and mental compulsions 5. 
i. CHECKING COMPULSION: 
                 Checking compulsions are more commonly reported compulsions. Patient 
with checking compulsions would engage in repetitive checking of appliances, 
emergency brake, stove and locks in order to reduce the anxiety arising from 
obsessive doubts. Other contents of checking compulsion are repeatedly checking that 
they did not harm others in case of aggressive obsession and they did not commit any 
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mistakes, for example checking whether that they give any excess money/balancing 
check books. 
ii. WASHING/CLEANING COMPULSION: 
                 Washing/ cleaning compulsions are commonly associated with 
contamination obsession. Patient may indulge in excessive or ritualized hand washing, 
showering, tooth brushing and grooming. Some patient may involve in excess 
cleaning of household item or may take other measures to prevent the contact of 
contaminants. 
iii. MENTAL COMPULSION: 
                  Earlier obsessions are only viewed as mental events and not the 
compulsion. Progressively the view has changed and now it is acknowledged that 
compulsion can be both motor and mental acts. Mental compulsions are commonly 
observed compulsion, next to checking and washing compulsion. Praying is the most 
common reported mental compulsion followed by replacing bad thoughts with good 
thoughts, mental checking, counting and repeating phrase. Mental compulsions were 
reported in association with following obsessions – pathological doubts, religious 
obsession, sexual obsession, aggressive obsession and with lucky and unlucky 
numbers. 
                  In a study by Sibrava et al (2011), the impact of mental compulsion in the 
course and severity of Obsessive Compulsive disorder were studied, and reported that 
person with mental compulsion found to have chronic course and increased severity of 
Obsessive Compulsive disorder6. 
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iv. MISCELLANEOUS: 
                 Other forms of obsession include superstitious fears, involving lucky, 
unlucky numbers and colours. Other compulsion include superstitious behaviour (like 
stepping on the cracks), bedtime rituals, repeatedly asking for reassurance, blinking, 
staring rituals, need to touch and tap. 
E.INSIGHT: 
                 Insight of belief about the disease is considered to be an important 
dimension of psychopathology in various psychiatric disorders. Insight in Obsessive 
Compulsive disorder is referred to the awareness of senselessness of the obsession, 
which has been considered as the core feature of Obsessive Compulsive disorder in 
the past. Recent studies into insight of Obsessive Compulsive disorder have the 
changed this view and in DSM-5 it is shown that Obsessive Compulsive disorder 
patient may have variable range of insight from good insight, poor insight, to absent 
insight/delusional belief.  
Good insight – patient with good insight recognises that the beliefs of Obsessive 
Compulsive Disorder are definitely not true. 
Poor insight- patients with poor insight think that the beliefs of Obsessive Compulsive 
Disorder are probably true. 
Absent insight/delusional belief - patients with absent insight are convinced that the 
beliefs of Obsessive Compulsive Disorder are definitely true3. 
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Studies show that majority of patients with Obsessive Compulsive Disorder have good 
insight, some patients with Obsessive Compulsive Disorder have poor insight and 
small percentage of Obsessive Compulsive Disorder patients have absent insight/ 
delusional belief. Study by Foa et al, Kozat et al, show that stability of insight can 
vary within a single episode and over the course of time. Insight is a multidimensional 
construct which includes the beliefs regarding cause of disease, level of willingness to 
accept that the belief may be false. Brown Assessment of Belief scale (BABS) has 
been commonly used to study of level of insight in Obsessive Compulsive disorder. 
Few studies show that Obsessive Compulsive disorder patient with poor insight had 
been found to have poor treatment response7. 
F.DIMENSIONAL MODEL OF OBSESSIVE COMPULSIVE DISORDER: 
                        Studies done in the last decade have tried to group the heterogenic 
Obsessive Compulsive disorder symptoms through cluster analysis or factor analysis 
(using Obsessive Compulsive Disorder symptom inventories) into distinct 
dimensions/subgroups. Studies show that these dimensions may have different 
heritable pattern, distinct genetic polymorphism, distinct comorbidity, distinct neural 
activity as measured in imaging studies and distinct response to medication and 
psychotherapy. 
                  Many factor analytic studies done on large cohorts of patients with 
Obsessive Compulsive disorder have found possible dimensions in Obsessive 
Compulsive Disorder. Meta analysis of 21 factor analytic studies ( which used 
YBOCS symptom checklist) involving > 5000 Obsessive Compulsive Disorder 
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patients have found four dimension of Obsessive Compulsive disorder, which will be 
consistent across the life span 8. The four dimensions are, 
1. Symmetry factor – that contained need for symmetry, ordering and counting 
compulsion. 
2. Taboo thought factor – that contained religious, sexual and aggressive obsession. 
3. Cleaning factor – that included contamination obsession and cleaning/washing 
compulsion. 
4. Hoarding factor – that included hoarding obsession and compulsion. 
Another five factor symptom structure for Obsessive Compulsive disorder was also 
proposed by some researchers, ( Denys et al 2005, Pinto et al2007) which includes 
pathological doubts/checking  in addition to the above  4 factors.9 These Obsessive 
Compulsive disorder symptom factor structure/dimension may be helpful in reducing 
the phenotypic heterogeneity in neuroimaging, genetic, treatment studies of Obsessive 
Compulsive disorder. 
                  Researchers have also attempted to subtype Obsessive Compulsive 
disorder using distinct phenomenological characteristics like gender, age of onset, 
genetics, severity of Obsessive Compulsive Disorder symptoms, insight and comorbid 
psychiatric disorder patterns. 
                 Rasmussen, Eisen et al, subgrouped Obsessive Compulsive disorder into 
three based on the core features – incompleteness, pathological doubts, abnormal risk 
assessment10. There are evidences that childhood onset Obsessive Compulsive 
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Disorder is different from adult onset Obsessive Compulsive Disorder in relation to 
gender (males > females in childhood onset), symptoms, comorbidity pattern (tic and 
tourette syndrome are more common in childhood onset Obsessive Compulsive 
Disorder)11. There is a need of additional investigations to determine distinct   
subgroups of Obsessive Compulsive Disorder, which differ in treatment response and 
illness course.        
III. SOCIODEMOGRAPHIC FACTORS: 
A.EPIDEMIOLOGY: 
                   Obsessive Compulsive Disorder was considered as a rare disorder until 
1980s.In 1984, findings from the US Epidemiologic Catchment Area (ECA) survey 
showed that Obsessive Compulsive disorder was 50–100 times more common than 
had been previously believed, with a 6 months prevalence rate of 1.6% and a lifetime 
prevalence of 2.5% (Myers et al., 1984)12. The prevalence rate of Obsessive 
Compulsive Disorder are consistent across countries with diverse cultures as 
evidenced in the Cross-National Collaborative Group (Weissman et al., 1994) with the 
lifetime prevalence rate of 1.9-2.5% and 12 months prevalence rate of 1.1–1.8% 
except in  Taiwan  where the prevalence of other psychiatric disorders are also low.13 
According to National comorbidity replication survey (2010), lifetime prevalence of 
Obsessive Compulsive Disorder is 2.3%. In India only a few epidemiological studies 
are available. The life time prevalence of Obsessive Compulsive disorder in an Indian 
study by Khanna et al, is found to be 0.6% 14. 
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B.AGE OF ONSET: 
                  Age of onset in Obsessive Compulsive disorder refers to the age when 
Obsessive Compulsive Disorder symptoms reach a threshold level, that lead to 
functional impairment and /or significant distress. Commonly reported age of onset is 
late adolescence. Some cases were reported as early as 2 years, and the onset is rare 
after 40 years. In National Comorbidity replication Survey, the mean age of onset is 
19 yrs. Rasmussen et al, reported the mean age of onset range from 11.3 – 30.5 years, 
and for males the age onset ranges from 10.3 – 28.7 years, and 12.2 - 31.8 years for 
females. Earlier age of onset is noted in males, compared to females. The onset of 
symptoms is usually gradual, but in child acute onset of symptoms is reported (Swedo 
et al), and thought to be linked with group A beta-haemolytic streptococcal 
infections15. 
C. GENDER DIFFERENCES: 
                  Clinical samples of Obsessive Compulsive disorder have reported equal 
prevalence, but most of the population surveys have reported a slightly higher 
prevalence of Obsessive Compulsive Disorder in women. In the epidemiological 
catchment area study the lifetime prevalence of Obsessive Compulsive Disorder in 
women were 2.9% and 2% in men. The Cross-National Collaborative Group study 
reported the lifetime prevalence ratio of female to males ranged from 1.8 to 1.2%13 . 
The British National Psychiatric Morbidity Survey study by Torres et al, reported 
higher prevalence in female (female-to-male ratio of 1.44:1)16. 
                 There are evidences from the previous studies that males have earlier age of 
onset compared to females. Leonard et al studied 70 Obsessive Compulsive Disorder 
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subjects aged 6-18 years, in which 67% were males. In the participants of Brown 
longitudinal obsessive compulsive study, there was a significant male preponderance 
among juveniles onset Obsessive Compulsive Disorder but not among adults17. 
                 Previous studies also showed that there are phenomenologic difference in 
males and females with Obsessive Compulsive disorder. Castle et al study showed 
that washing and cleaning compulsions were common in women than men with 
Obsessive Compulsive disorder18.  Studies reported that men are more likely to have 
sexual obsessions, need for symmetry while women had washing rituals and 
aggressive obsessions. There are also evidences for gender differences in genetics of 
Obsessive Compulsive Disorder from segregation analysis (Nestadt G et al,) and 
association studies (Lochner C et al,). Males tend to have higher rate of comorbid Tic 
disorder with Obsessive Compulsive disorder than females19. 
D. MARITAL STATUS 
                 Persons with Obsessive Compulsive disorder are less likely to be married 
when compared to age matched controls. Karno et al, in ECA study reported that 
Obsessive Compulsive Disorder was more prevalent among divorced or separated 
Subjects2. This finding is consistent in Obsessive Compulsive Disorder patients across 
several countries. One study (Steketee et al., 1999) reported that marital status 
influences the course the illness, that among the participants married patients were 
more likely to have remission than unmarried patients20. 
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IV. ETIOLOGY: 
BIOLOGICAL FACTORS: 
A.GENETICS: 
             Results from previous twin and family study show that genetic factors play a 
role in Obsessive Compulsive disorder. This genetic contribution is evidenced from 
higher concordance rate in monozygotic twins (52%) compared to dizygotic twins 
(21%) and high heritability rate (27 – 65%)21. First degree relatives have 3-5 fold 
increased risk of developing Obsessive Compulsive disorder, when compared to 
general population. Early onset Obsessive Compulsive disorder patients have higher 
genetic loading. Familial transmission of Obsessive Compulsive disorder is also 
evidenced from family studies that found higher rates of Obsessive Compulsive 
disorder in probands of Tourette syndrome and also higher frequency of tic and 
tourette syndrome in Obsessive Compulsive disorder proband. Patients with both 
Obsessive Compulsive disorder and tourette disorder are found to have difference in 
the phenomenology that checking and ordering compulsions are more common, 
compared to patients with Obsessive Compulsive disorder alone22. This support the 
view that there are distinct Obsessive Compulsive disorder subtypes, some of which 
are familial and genetic factors may play an important etiological role. 
                 Metaanalysis of genetic studies show that Obsessive Compulsive disorder 
may be due to small effect of multiple genes. Chromosome abnormalities at different 
loci have been identified, among which chromosome 9p, 3q, 7p, 15q, 6q are 
commonly studied23. Candidate genes from linkage and association studies of 
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Obsessive Compulsive disorder have focused on serotonin, glutamate and 
dopaminergic systems. Following candidate genes are reported to be associated with 
Obsessive Compulsive disorder, SLCA1 (glutamate transporter), 5HTTLPR 
(serotonin transporter promoter region), COMT met/val variant, 5HTR2A (serotonin 
receptor), DAT1 and DRD3 (dopamine transporter and receptor). Among which 
strongest evidence is available for SLCA1 (glutamate transporter) on chromosome 
9p2424. Rather than a single defect, Obsessive Compulsive disorder is likely to be 
caused by complex interaction of multiple factors. 
B. NEUROANATOMY: 
             Obsessive Compulsive disorder is considered as a neuropsychiatric disorder 
involving specific neurocircuits. Neuroimaging studies show consistent finding that 
cortico striato thalamo cortical (CSTC) circuit forms the neuroanatomic substrate for 
Obsessive Compulsive disorder, and the distrupted fronto-striatal function leads to 
development of Obsession and Compulsion. Both structural and functional 
neuroimaging have identified abnormalities (hypo/hyperactivation) in the circuits 
involving orbitofrontal cortex, anterior cingulated cortex, striatum, medial thalamus. 
Researchers have found that these circuits are involved in behaviours like habit 
formation and grooming25. 
                 Recent studies suggest that more complex pathways are involved in 
Obsessive Compulsive disorder, other than direct and indirect pathways of CSTC 
loop. These include abnormalities in the following brain areas, 
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     Orbitofrontal cortex – reward processing  and emotional regulation. 
     dorsal Anterior cingulate cortex – error monitoring and expression of fear. 
     Amygdala – cortical circuit – fear regulation. 
                Findings from previous studies suggest that various interventions like 
medication and CBT may modulate and there is normalisation of abnormal activation 
in these implicated brain regions in Obsessive Compulsive disorder. Further 
successful improvement with ablative surgery and neuromodulation of these white 
matter tracts in refractory Obsessive Compulsive disorder cases, also confirmed the 
neurocircuit dysfunction in Obsessive Compulsive disorder25. 
                Researchers also studied the difference in neuroanatomical substrate in 
different Obsessive Compulsive disorder symptoms and found that distinct striatal 
connectivity dysfunction. Patient with aggressive obsession found to have abnormal 
connection between ventral striatum, amygdala and venteromedial prefrontal cortex. 
Patient with hoarding symptom found to have dysfunctional connectivity between 
frontal and ventral and dorsal striatum26. 
C. NEUROCHEMISTRY: 
                Neurotransmitter systems mainly implicated in Obsessive Compulsive 
disorder are serotonin, glutamate and dopamine. 
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SEROTONIN: 
                        Various studies have supported the finding that there has been 
dysfunction in the brain serotonergic system in Obsessive Compulsive disorder. 
Several lines of evidences have supported the serotonin hypothesis. 
i. Treatment response in Obsessive Compulsive disorder patient with serotonin 
reuptake inhibitors,  
        Randomised clinical trials with serotonin reuptake inhibitors compared to drugs 
acting on other neurotransmitter system ( norepinephrine) confirmed the role of 
serotonin in Obsessive Compulsive disorder and show need for prolonged period of 
serotonin reuptake inhibitors for the therapeutic response. 
ii. Measuring neurotransmitter  or its metabolites level, 
         CSF level of 5 – hydroxy indole acetic acid (a serotonin metabolite) is found to 
be reduced in Obsessive Compulsive disorder patient. Reduction in platelet serotonin 
level has been associated with clinical improvement, after treatment with 
clomipramine. 
iii. Pharmacological challenge studies, 
          m- chlorophenyl piperazine (serotonin receptor partial agonist) and sumatriptan 
(serotonin 1B agonist) administration to Obsessive Compulsive disorder patient have 
been found to increase the obsession, compulsion and anxiety in Obsessive 
Compulsive disorder patients but not in normal persons. The increase in Obsessive 
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Compulsive disorder symptoms can be blocked by prior treatment with metergoline, a 
serotonin antagonist. 
iv. Measuring serotonin receptor and transporter density using radioligands, 
            Study by Adams et al (2005), show increased serotonin 5HT2A receptor 
density in caudate nuclei and this may be due to serotonin receptor upregulation in 
response to reduction of serotonin concentration in synapse27. 
GLUTAMATE: 
            Gluataminergic system is gaining significance in Obsessive Compulsive 
disorder etiology from the recent neuroimaging studies, biochemical studies of CSF, 
genetic studies. This has lead to the study of therapeutic efficacy of glutaminergic 
agents like riluzole in Obsessive Compulsive disorder. 
DOPAMINE: 
                 A role of dopaminergic system in Obsessive Compulsive disorder, emerged 
from the studies involving subjects with both Obsessive Compulsive disorder and 
comorbid Tic disorder and in those subjects when dopamine antagonist 
(antipsychotics) are added to serotonin reuptake inhibitors, it decrease the Obsessive 
Compulsive disorder symptoms. Improvement in therapeutic response on 
augmentation with low dose antipsychotics in treatment refractory Obsessive 
Compulsive disorder patients, further support the dopamine role. It has been 
postulated that some distinct subtypes of Obsessive Compulsive disorder (comorbid 
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tourette syndrome) may involve abnormality in both dopamine and serotonin 
system28. 
D. NEUROCOGNITION: 
                 Neurocognitive approach has given new insights into the neural mechanism 
involved in Obsessive Compulsive disorder. Research in the neurocognition of 
Obsessive Compulsive disorder have focused on the basic cognitive – affective 
mechanism and found that there is abnormality in conflict monitoring and error 
detection, task switching, response inhibition, reward processing and decision making 
(abnormal risk assessment). Among which consistent finding replicated in studies are 
the hypoactivation of prefrontal cortex area during task switching and hyperactivity of 
dorsal anterior cingulated cortex, supplementary motor area during error monitoring. 
Based on the finding a neurocognitive model for Obsessive Compulsive disorder is 
proposed, involves ‘inflexiblity of internally focused cognition’ which explains the 
patient with Obsessive Compulsive disorder cannot disengage the negative cognitive 
information.29 Studies show change in emotional and reward processing in Obsessive 
Compulsive disorder patient, that recognition of disgust is more when compared to 
other emotions. In this way Obsessive Compulsive disorder is differ from Anxiety 
disorder, that altered fear processing or marked physiologic arousal is less evidence in 
atleast some subtypes of Obsessive Compulsive disorder. For example, patients with 
contamination obsession who have excess concern with bodily wastes may express 
disgust as their important emotional drive rather than fear of dire consequences. 
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                 Neurocognitive and neuropsychological studies done in Obsessive 
Compulsive Disorder have found executive function impairment, cognitive 
inflexibility, impulsivity and excess habit formation which further confirms the 
hypothesis that in Obsessive Compulsive disorder, control of automated behaviours 
are impaired. 
PSYCHOLOGICAL FACTORS: 
A.PSYCHOANALYSIS 
                 Psychoanalyst proposed that anxiety arise out of unconscious conflicts, lead 
to obsessions and compulsions. The defense mechanism considered to play a role in 
Obsessive Compulsive disorder are isolation, undoing and reaction formation. But 
data from studies show that psychoanalytic in the treatment of Obsessive Compulsive 
disorder is less effective when compared to other psychotherapy. 
B.BEHAVIOUR & LEARNING THEORY: 
                Learning theorist proposed a model for development and maintainance of 
obsessions and compulsions, based on conditioning. Compulsion in general reduces 
the anxiety caused by obsessions. In this way, compulsions become a conditioned 
response to obsessional anxiety and because of its anxiety reducing nature it get 
reinforced and fixed. In a long run, compulsion may further reinforce anxiety because 
they prevent the habituation, (a decrease in fear or anxiety associated with a stimuli) 
to occur. This model forms an important role in behavioural therapy for Obsessive 
Compulsive disorder. 
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V.COMORBIDITY: 
                Patients with Obsessive Compulsive disorder associated with comorbid 
psychiatric disorder concurrently or some point during their lifespan. Obsessive 
Compulsive disorder is a chronic illness and associated other comorbid psychiatric 
illness are found to have further negative impact on patient’s quality of life and poor 
response to treatment. ECA survey reported 2/3 of Obsessive Compulsive disorder 
patient have atleast one comorbid psychiatric disorder over their life span. 
A.OCD and MOOD DISORDER:  
                Many clinical and epidemiological studies show the association between 
mood disorder and Obsessive Compulsive Disorder. Major depression is the most 
commonly reported comorbidity with Obsessive Compulsive disorder. 
EPIDEMIOLOGICAL STUDIES, 
MAJOR DEPRESSIVE DISORDER: 
                 In ECA survey 55% of Obsessive Compulsive disorder patients reported to 
have comorbid major depressive disorder. Torres et al, in their study reported 36- 40% 
of Obsessive Compulsive Disorder patient had comorbid depressive episodes16. Denys 
et al, reported that 10 times increased prevalence of major depressive disorder in 
Obsessive Compulsive disorder patients, compared to general population30. Most 
studies reported that at the time of initial evaluation of Obsessive Compulsive disorder 
patients, atleast 1/3 of patients found to have comorbid major depressive disorder, 
while 60-80% of Obsessive Compulsive disorder patients experience a depressive 
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episode at some point in their life time. Reported comorbidity rates in Obsessive 
Compulsive disorder patients varied from 19-90%, this wide range of variation may 
be due to methodological differences. 
BIPOLAR DISORDER: 
                 Comorbid relationship between Obsessive Compulsive disorder and bipolar 
disorder has also been reported in various studies. Initially ECA survey had show the 
higher rate of association between bipolar disorder and Obsessive Compulsive 
disorder. Later other researchers have also found consistent association between both 
(15- 35%). Zutshi et al, reported Obsessive Compulsive disorder as the commonly 
occurring anxiety disorder in bipolar disorder.31 Many studies reported that the 
prevalence of Obsessive Compulsive disorder is higher in bipolar disorder patients, 
when compared to general population. Vieta et al (2001), Henry et al studies did not 
support the high comorbidity rate of bipolar disorder and Obsessive Compulsive 
disorder32. 
ILLNESS COURSE: 
                Comorbidity of mood disorder with Obsessive Compulsive disorder 
influences the clinical feature, prognosis and treatment outcome. 
MAJOR DEPRESSIVE DISORDER: 
                Many aspects of association between Obsessive Compulsive disorder and 
depression are studied which includes whether the depressive episodes in Obsessive 
Compulsive disorder are primary or secondary and severity of Obsessive Compulsive 
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disorder symptoms when concurrent depressive episode occurs. It may be hard to 
differentiate clinically a primary depression from secondary depression, arising 
secondary to hopelessness and demoralisation of Obsessive Compulsive disorder 
symptoms. Obsessive Compulsive disorder patients with comorbid major depression 
are found to have increased severity of symptoms, increased number of 
hospitalisation, higher risk for suicide, higher comorbid anxiety disorder and 
aggressive obsessions33. 
BIPOLAR DISORDER: 
                            Comorbidity of bipolar disorder in Obsessive Compulsive disorder has 
significant influence in clinical presentation and treatment outcome. Episodic course 
may present in Obsessive Compulsive disorder with comorbid bipolar disorder. 
Subjects with both Obsessive Compulsive disorder and bipolar disorder have higher 
rates of suicide (both attempted and complete suicide), higher rate of substance use, 
panic disorder and more frequent hospitalisation34. Some researchers have observed 
variation of Obsessive Compulsive disorder symptoms during the course of bipolar 
disorder, in which Obsessive Compulsive disorder symptoms remitted during mania 
and reappeared during the remission of mania or with depressive episodes. Zutshi et 
al, reported that bipolar disorder with comorbid Obsessive Compulsive disorder, has 
been found to predict a more chronic course of bipolar disorder, increased frequency 
of depressive episodes, poor response to mood stabilizer, earlier age of onset31. 
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                              Comorbid relationship between Obsessive Compulsive disorder and bipolar 
mood disorder has a negative impact on treatment compliance as well as use of SSRI, 
which may further destabilise the illness course of bipolar disorder. 
            B.OCD AND ANXIETY DISORDER: 
                            Obsessive Compulsive disorder, initially grouped in the anxiety disorder, 
have higher rate of comorbid anxiety disorder. Pigott et al 1944, reported higher life 
time prevalence of anxiety disorder in Obsessive Compulsive disorder, were 30% had 
comorbid Generalised anxiety disorder, 22% had specific phobia, 18% had social 
phobia and 12% had panic disorder35. Ruscio et al, studied a sample of more than 
2000 Obsessive Compulsive disorder patients, reported that anxiety disorder was 
commonly occurring comorbidity in Obsessive Compulsive disorder. 
                             Onset of Obsessive Compulsive disorder occurs after the onset of anxiety 
disorder except separation anxiety disorder, which follows the Obsessive Compulsive 
disorder. In terms of specific treatment and outcome monitoring, identification of 
comorbid anxiety disorder in Obsessive Compulsive disorder is essential. 
            C.OCD AND PSYCHOTIC DISORDER: 
                              The relationship between Obsessive Compulsive disorder and psychosis has 
long been noted in literatures. In ECA survey, 12.2% prevalence rate reported for 
comorbid Obsessive Compulsive disorder and Schizophrenia. Recent studies reported 
about about 8-26% of prevalence of both disorder. But the reported prevalence is 
varied widely (10-60%) among the available studies, may be due to inclusion of 
obsession and compulsion in schizophrenia rather than comorbid Obsessive 
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Compulsive disorder and difficulty in differentiating obsession with poor insight from 
delusions. Achim et al, meta-analysis show 12.1% prevalence of comorbid Obsessive 
Compulsive disorder and schizophrenia spectrum psychotic disorder.36 This high rate 
of Obsessive Compulsive disorder and comorbid psychotic disorder were not found in 
some studies ( Pinto et al, Torres et al,). There are evidences suggest that comorbid 
Schizophrenia and Obsessive Compulsive disorder may have distinct 
psychopathology, course of illness, comorbidity pattern, cognitive deficits and 
response to treatment when compared to the patient with schizophrenia alone37. 
            D.OCD AND TIC/TOURETTE SYNDROME: 
                             Evidences from the studies support the notion that Obsessive Compulsive 
disorder and Tic disorder are related to each other. About 1/3 to 1/2 of patients with 
chronic Tic disorder and Tourette syndrome will develop comorbid Obsessive 
Compulsive disorder, over their lifespan. Patients with Tourette syndrome have their 
onset of Obsessive Compulsive disorder around the time when the Tics attain 
maximum severity, but independent adult onset Obsessive Compulsive disorder can 
also occur. Leckman et al, reported that patient with Obsessive Compulsive disorder 
and Tic disorder, found to have increased rate of need for symmetry obsession, 
ordering and counting compulsion when compared to patients with Obsessive 
Compulsive disorder alone38. First degree relatives of Obsessive Compulsive disorder 
proband have higher frequency of Tic disorder as well as Obsessive Compulsive 
Disorder and comorbid tic disorder. Further recent works support the familial 
transmission of Obsessive Compulsive Disorder, Attention Deficit Hyperactivity 
Disorder and Tic disorder. March et al, reported differential treatment response of 
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SSRI in both Obsessive Compulsive disorder and tic disorder group compared to 
Obsessive Compulsive disorder alone39. 
            E.OBSESSIVE COMPULSIVE SPECTRUM DISORDER: 
                            Patients with Obsessive Compulsive disorder have increased rate of other 
obsessive compulsive spectrum disorder. Philips et al, study show that 1/3 of patient 
with Body dysmorphic disorder have comorbid Obsessive Compulsive disorder40. 
Patients with trichotillomania have rate of 10-30% of lifetime prevalence for 
Obsessive Compulsive disorder. Skin picking disorder patient also reported to have 
higher comorbidity of Obsessive Compulsive disorder (6- 52%)41. 
            F.SUBSTANCE USE DISORDER: 
                              ECA survey reported 24% of Obsessive Compulsive disorder patients had 
alcohol use disorder and for other substance use were about 18%. Inconsistencies exist 
about the prevalence of substance use disorder in the previous studies. Some studies 
estimates 2-6 times higher prevalence of substance use disorder in Obsessive 
Compulsive disorder patients than general population, while others reported lower 
prevalence than general population. In Brown Longitudinal Obsessive Compulsive 
study only 27% had met criteria for substance use disorder and commonly used 
substance were alcohol, cocaine and cannabis17. Increased risk for alcohol use 
disorder is found to be associated with early age of onset and Boderline personality 
disorder. 
 
28 
 
            G.EATING DISORDER: 
                                    Kaye et al 2004, reported that patients with eating disorder had higher 
rates of comorbid Obsessive Compulsive disorder, when compared to anxiety 
disorder42. Rubinstein et al, in their study reported that Obsessive Compulsive 
disorder patients have increased prevalence of comorbid eating disorder (12%). 
VI. COURSE & OUTCOME: 
                 Most of the early and recent studies have reported consistent finding that 
the course of Obsessive Compulsive disorder is chronic with waxing and waning of 
the severity of symptoms over time. Goodwin et al, in his review of 13 follow up 
studies between 1936-1970 described 3 types of Obsessive Compulsive disorder 
course,43 
1. Chronic and unremitting 
2. Phasic with periods of complete remission 
3. Episodic with incomplete remission 
                Spontaneous remission rate reported in Obsessive Compulsive disorder is 
only 5-10% and about another 5-10% patient show progressive detoriating course. 
Obsessive Compulsive disorder has a higher rate of relapse. In a study by Catapano et 
al 2006, on the course of Obsessive Compulsive disorder, in which the treatment 
effect on course is also observed and it was reported that in first year of study even 
though 50% study subjects achieved partial remission, the probability of relapse was 
60%44. 
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INDIAN STUDIES: 
                 Review article by Janardhan reddy et al – An overview of Indian research 
in Obsessive Compulsive disorder, had reviewed various Indian studies done in 
Obsessive Compulsive disorder and concluded that clinical features and comorbidity 
pattern are similar across several cultures. It also emphasized on the need for 
additional research into treatment aspects of Obsessive Compulsive disorder45. 
                Jaisoorya et al, studied the ‘Gender differences in Indian patient with 
Obsessive Compulsive disorder’ reported that males had earlier age of onset, more 
religious and symmetry obsessions and increased rate of Attention Deficit 
Hyperactivity Disorder. Females had more washing compulsion and higher rate of 
trochotillomania46. 
                 Kamath et al, reported that 27% of Obsessive Compulsive disorder patient 
had past history of attempted suicide and 28% had suicidal wishes. The risk factors for 
suicide in Obsessive Compulsive disorder are unmarried patients, comorbid 
depressive disorder47. 
                Gururaj et al, study reported that patients with Obsessive Compulsive 
disorder had significant disability, increased family burden and poor quality of life 
comparable to schizophrenic patients48. 
                        Study on insight of Obsessive Compulsive disorder patients show that 
Obsessive Compulsive disorder with poor insight had more severity, increased rate of 
comorbid depression, early age of onset and poor treatment response49.     
30 
 
AIMS AND OBJECTIVES 
 
AIM OF THE STUDY 
          To study the clinical presentation and comorbid psychiatric illness in patients 
with Obsessive Compulsive Disorder . 
OBJECTIVES 
1. To study the clinical presentation in patients with Obsessive Compulsive 
Disorder. 
2. To evaluate the severity of obsessions and compulsions in these patients. 
3. To study the comorbid psychiatric illness associated with Obsessive 
Compulsive Disorder. 
4. To assess the insight among patients with Obsessive Compulsive Disorder. 
5. To assess the relationship between severity in Obsessive Compulsive Disorder 
patients with quality of life. 
6. To find the relationship between severity in Obsessive Compulsive Disorder 
patients and stressful life events.  
HYPOTHESIS TO BE TESTED 
1. Early age of onset is associated with increased severity of Obsessive 
Compulsive Disorder. 
2. Major depressive disorder is the commonest comorbidity in Obsessive 
Compulsive Disorder. 
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3. Contamination obsessions and cleaning rituals are more common presentation 
in    Obsessive Compulsive Disorder patients. 
4. Females have higher disease severity compared to males. 
5. Poor insight is associated with increased severity compared to good insight. 
6. Obsessive Compulsive Disorder with co morbidity has a detrimental effect on 
quality of life of patients. 
7. Obsessive Compulsive Disorder Patients who have a comorbid psychiatric 
illness experience more number of stressful life events. 
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MATERIALS AND METHOD 
 
INCLUSION CRITERIA 
1. Patients fulfilling the criteria for Obsessive Compulsive Disorder according to 
ICD - 10.  
2. Age between 15-55yrs including both gender  
3. Ability to give informed consent  
 
EXCLUSION CRITERIA:  
1. Past history of psychiatric treatment  
2. Patient with Mental retardation. 
3. Patient with past history of any chronic medical illness. 
4. Patients who did not consent for the study.  
 
 METHODOLOGY 
                 Consecutive patients who were between 15-55 years of age attending 
Psychiatry OP were assessed for Obsessive Compulsive Disorder. Cross sectional 
clinical interview of 30 consecutive OCD patients brought to Psychiatric OP, Govt. 
Rajaji hospital, Madurai.  
OPERATIONAL DESIGN 
                  The study was conducted at Government Rajaji Hospital, Madurai, a 
tertiary care centre for a period of 6 months. The study was approved by institutional 
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ethical committee, Government Rajaji Hospital. Consecutive patients between 15 – 55 
years of age attending Psychiatry OP were evaluated. Person who met the inclusion 
criteria for Obsessive Compulsive Disorder based on ICD- 10 were assessed 
independently by senior consultants and diagnosis of Obsessive Compulsive Disorder 
was confirmed and these patients were recruited for the study. Patients/Care givers 
were explained about the study and informed consent was obtained from them. Semi 
structured proforma is used to collect data regarding socio-demographic profile, and 
clinical variables like age of onset, duration, clinical characteristics  etc., Modified 
Kuppusamy’s Socio economic scale was administered. The subjects were 
administered MINI International Neuropsychiatric interview. Following scales are 
administered in those patients- YBOCS -Yales Brown Obsessive Compulsive Scale, 
BABS – Brown Assessment of Belief Scale, PSLES- Presumptive Stressful Life 
events Scale, World Health Organization Quality of Life (WHOQOL)-BREF scale. 
All 30 patients were assessed likewise and statistical analysis of the data was done. 
STATISTICAL DESIGN 
Statistical design was formulated using the data collected as above, for each of 
the scales and socio-demographic variables. Statistical analysis was done using SPSS 
(Statistical Package for Social Studies) version 14.0. The central values and dispersion 
were calculated. In comparison of the data for categorical variables chi-square and for 
numerical variables student t test were used. For multiple comparisons of more than 
two numerical variables, ANOVA and Scheffe post hoc tests were used. Correlation 
among variables was studied using Pearson’s correlation coefficient. Then all 
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variables were subjected to Multiple linear regression, with Quality of Life as the 
dependent Variable 
TOOLS USED: 
1. Proforma 
2. Kuppusamy rating scale for socioeconomic status 
3. MINI International Neuropsychiatric Interview 
4. YBOCS - Yales Brown Obsessive Compulsive Scale 
5. YBOCS Symtoms Checklist 
6. BABS - Brown Assessment of Belief Scale 
7. Presumptive Stressful Life Events Scale 
8. The World Health Organisation Quality of Life (WHOQOL- BREF) 
SEMI STRUCTURED PROFORMA: 
Semi-structure proforma includes demographic details, age of onset, duration 
of Obsessive Compulsive Disorder, Family history, past history, substance use present 
history, physical and mental status examination. 
KUPPUSAMY SOCIO ECONOMIC STATUS SCALE: 
Kuppusamy scale is widely used to measure the socio-economic status of an 
individual based on three variables namely education, occupation and income. It was 
originally proposed in 1976. The scale was revised in 2012 and the monthly family 
income was modified based on current consumer price index. (BP Ravi Kumar et al, 
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2012). Based on the scale, socio-economic status is classified as Upper, Upper middle, 
Lower middle, Upper lower and Lower. 
MINI INTERNATIONAL NEUROPSYCHIATRIC INTERVIEW: 
             The M.I.N.I. is a structured interview for diagnosing the major Axis I 
psychiatric disorders in DSM-IV and ICD-10. The interview is short and takes about 
15 minutes to administer. It can be administered after a brief training. It is a useful 
instrument in epidemiological studies and trials. It has precise questions about 
psychological problems and the answers are in yes or no format. The M.I.N.I. is 
divided into 16 modules identified by letters, each corresponding to a diagnostic 
category. Validation and reliability on comparing with several structured interviews 
were found to be good. 
YALE BROWN OBSESSIVE-COMPULSIVE SCALE: 
         The YBOCS is a structured interview for assessing the severity of both 
obsessions and compulsions. This scale is a clinician rated scale, and the scores are 
assessed for the symptoms present in the past 1 week. The items in the scale were 
designed to include all the available information, time spent in obsession and 
compulsion, distress, resistance, interference, and degree of control  The scale consists 
of 10 items, five for obsession and five for compulsion, with total score ranging from 
0-40. Each item rates from no symptoms- 0, to extreme symptom, - 4. Subtotal score 
indicates the severity of the obsessions and compulsions. Person scoring 0-7 is 
considered as subclinical Obsessive Compulsive Disorder, and who scores within 8- 
15 – mild severity, with 16 -23 scores indicates moderate severity, with scores 24 -31 
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indicates severe Obsessive Compulsive Disorder and with scores 32- 40 indicates 
extreme severity. It has high inter-rater reliability and the score is not affected by the 
type of obsession and compulsion.  
YALE BROWN OBSESSIVE-COMPULSIVE SYMPTOM CHECKLIST: 
                    The Y-BOCS symptom checklist includes more than 60 symptoms 
organized, according to 15 separate categories of obsessions and compulsions, used to 
identify the type of obsession and compulsion in the patients. This scale 
comprehensively identifies all possible types of obsessions and compulsions. There is 
high consistency reported with self report and interview generated report. Factor 
analysis can be done, for data reduction using this scale which provides a dimensional 
/ factor structure in Obsessive Compulsive Disorder. 
BROWN ASSESSMENT OF BELIEF SCALE: 
                    The BABS is a clinician rated scale, used to assess the insight in various 
psychiatric disorder, including Obsessive Compulsive Disorder. It is a seven item 
scale, which assess the conviction, perception of others’ views, explanation of 
differing views , fixity of beliefs,  attempt to disprove the belief, insight into the cause 
of the belief  and referential thinking. Each item is rated from 0 -4, with a total score 
of 24. The 7 th item is not included in the total score. The categories based on total 
scores are excellent insight (0-3), good insight (4-7), fair insight (8- 12), poor (13–17, 
or total score ≥18 and a score of <3 on the BABS first item) and absent insight (≥18 
plus a score of 4 on the first item). The BABS has strong internal consistency and high 
interrater reliability for assessing the insight. 
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PRESUMPTIVE STRESSFUL LIFE EVENTS SCALE: 
                    It was originally devised by Gurmeet Singh et al in 1983 as a 
modification of the Holmes and Rahes social readjustment rating Questionnaire, for 
use in the Indian population.  Due to the simplicity of the scale, it can be administered 
to illiterate population as well. The scale items were divided into personal or 
impersonal, desirable or undesirable and ambiguous. It consists of 51 items. It 
measures the mean number of stressful life events in the adult population in their 
lifetime and in the past year. The norms obtained on studying the Indian population 
indicated that an average Indian experiences about ten stressful life events, without 
suffering much physical or psychological distress. They experience an average of two 
stressful life events in one year. The study also indicated that neurotics were likely to 
report a higher number of life events. They also scored a higher stress score for the 
same event, as compared to the normal subjects. 
THE WORLD HEALTH ORGANISATION QUALITY OF LIFE SCALE: 
            The WHOQOL-BREF scale was developed as a modification of WHOQOL-
100 scale as it was elaborate and time consuming in large studies. The WHOQOL-
BREF is brief, convenient to use and gives accurate results. The WHOQOL-BREF 
Field Trial Version assesses the quality of life at domain level. Of the 24 facets in 
WHOQOL-100 scale the most determining items were chosen and incorporated in 
WHOQOL-BREF.  
 This scale assess the quality of life in four domains namely, physical, 
psychological, social relationship, and environmental domains. The score of each 
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domain is calculated by taking the mean of all items and multiplying by factor of four. 
This is then transformed to a 0-100.  
Cronbach alpha values for each of the four domains demonstrated good internal 
consistency. It also demonstrates good discriminant validity which is comparable to 
WHOQOL-100 scale.  All four domains of WHOQOL-BREF scale is found to 
significantly contribute to the overall quality of Life and General Health.  
Among the domains the physical health domain is most contributing and social 
relationships domain is least contributing to the overall quality of life.  Thus 
WHOQOL-BREF is considered as a good alternative to WHOQOL-100 and a rapid 
means of assessment of quality of life. 
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RESULTS AND INTERPRETATION 
 
TABLE 1: TABLE SHOWS THE SOCIODEMOGRAPHIC VARIABLES IN 
PATIENTS WITH OCD 
 
From the table, it is inferred that majority (40%) of the sample population 
belongs to the age group between 26 to 30 years. The sample population consists of 
43.3% males and 56.7% females. 53.3% were married and 46.7% unmarried. Majority 
(80%) belong to the Upper- lower socioeconomic group. 
 
S.NO VARIABLE 
(N = 30) 
n 
PERCENTAGE
1 Age   
 
<25 yrs 
26-30 yrs 
31yrs and above 
8 
12 
10 
26.7 
40.0 
33.3 
2 Sex Male 
Female 
13 
17 
43.3 
56.7 
3 Marital status Married 
Unmarried 
16 
14 
53.3 
46.7 
4 Socio-
economic 
status 
Lower Middle 
 Upper lower 
 
6 
24 
 
20.0 
80.0 
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TABLE 2: TABLE SHOWS THE FAMILY HISTORY, SUBSTANCE USE, 
ILLNESS VARIABLES IN OCD PATIENTS 
S.NO VARIABLE ( N=30) n PERCENTAGE
1 Family history of OCD Present 
Absent 
1 
29 
3.3 
96.7 
2 Family history of other psy 
illness 
Present 
Absent 
6 
24 
20.0 
80.0 
3 Family history of suicide Present 
Absent 
4 
26 
13.3 
86.7 
4 Past history of suicide Present 
Absent 
1 
29 
3.3 
96.7 
5 Substance 
Use (alcohol) 
Present 
Absent 
1 
29 
3.3 
96.7 
6 Duration of  OCD (Years) 
 
<2  
3-5 
>5  
10 
13 
7 
33.3 
43.3 
23.3 
7 Age of onset (years) <20 
>20 
15 
15 
50.0 
50.0 
 
From the above table it is inferred that, 3.3% had family history of Obsessive 
Compulsive Disorder and in 20% family history of other psychiatric illness (bipolar 
mood disorder, major depression, and substance use) are present. 13% had positive 
family history of suicide and past history of attempted suicide. 3.3% had alcohol use 
disorder.  
The duration of Obsessive Compulsive Disorder was <2 years in 33.3% of 
patients, 3-5 years in 43.3% of patients and in 23.3 %, it was > 5 years. The age of 
onset of Obsessive Compulsive Disorder for the 50% of sample was <20 years and the 
rest had their onset > 20 years. 
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TABLE 3: TABLE SHOWS THE FREQUENCY DISTRIBUTION OF YBOCS 
AND BABS SCALE IN OCD PATIENTS 
S.NO VARIABLE 
( N=30) 
n 
PERCENTAGE 
1  
YBOCS 
severity 
 
Mild 
Moderate 
Severe 
Extreme  
2 
6 
10 
12 
6.7 
20.0 
33.3 
40.0 
2  
BABS 
 
Excellent  
 
Good 
 
Fair 
 
Poor  
 
 
14 
 
9 
 
5 
 
2 
46.7 
 
30.0 
 
16.7 
 
6.7 
 
From the above table, we infer that 6.7% of Obsessive Compulsive Disorder 
patients fell in Mild category in YBOCS, 20% of patient scored in moderate category 
and 33.3% scored in severe category. Rest (40%) of them scored in extreme category 
in YBOCS.  
In BABS scale, 46.7% of study population scored in excellent insight, 30% had 
good insight, 16.7% had fair insight and 6.7% had poor insight. None of the Obsessive 
Compulsive Disorder patient in this study population found to have absent insight. 
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CHART 1  : CHART SHOWING THE DISTRIBUTION OF OBSESSIONS IN 
PATIENTS WITH OCD 
  
  
  
 
 
67%
33%
CONTAMINATION 
OBSESSION
PRESENT ABSENT
50%50%
AGGRESSION OBSESSION
PRESENT ABSENT
47%
53%
SYMMETRY OBSESSION
ABSENT PRESENT
73.3%
26.7%
SEXUAL OBSESSION
ABSENT PRESENT
80%
20%
RELIGIOUS OBSESSION
ABSENT PRESENT
47%
53%
PATHOLOGICAL DOUBTS
ABSENT PRESENT
7%
93%
OTHER OBSESSIONS
PRESENT ABSENT
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CHART 2  : CHART SHOWING THE DISTRIBUTION OF COMPULSIONS 
IN PATIENTS WITH OCD 
 
  
  
 
 
 
 
33.3%
66.7%
WASHING COMPULSION
ABSENT PRESENT
50%50%
CHECKING COMPULSION
PRESENT ABSENT
50%50%
ORDERING COMPULSION
PRESENT ABSENT
6.793.3
REPEATING COMPULSION
PRESENT ABSENT
50%50%
OTHER COMPULSIONS
PRESENT ABSENT
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TABLE 4: TABLE SHOWS THE FREQUENCY DISTRIBUTION OF OCD 
CLINICAL FEATURES- WASHERS, CHECKERS, SYMMETRY, TABOO 
S.NO VARIABLE 
( N=30) 
N 
PERCENTAGE 
1 Contamination 
&Washing 
(washers) 
Present 
Absent 
20 
10 
66.7 
33.3 
2 Pathological 
doubts& 
Checking 
(checkers) 
Present 
Absent 
14 
16 
46.7 
53.3 
3 Symmetry & 
Ordering 
(symmetry) 
Present 
Absent 
14 
16 
46.7 
53.3 
4 Sexual, 
religious, 
aggression 
(taboo)   
  
Present 
Absent 
2 
 
28 
 
6.7 
 
93.3 
 
From the above table, it is inferred that 66.7% of Obsessive Compulsive 
Disorder sample population had both contamination obsession & washing compulsion 
(washers), 46.7% had both pathological doubts & checking (checkers), 46.7% had 
both need for symmetry & ordering compulsion (symmetry) and 6.7% of Obsessive 
Compulsive Disorder sample population had sexual, religious and aggressive 
obsession together (taboo). 
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TABLE 5: TABLE SHOWS THE FREQUENCY DISTRIBUTION OF OCD 
PATIENTS WITH AND WITHOUT PSYCHIATRIC COMORBIDITY 
PSYCHIATRIC 
COMORBIDITY 
(N = 30)            
n 
PERCENTAGE 
Present 
Absent 
21 
9 
70.0 
30.0 
The above table shows the distribution of comorbid psychiatric illness among 
patients with Obsessive Compulsive Disorder. From the table, it is inferred that, 
among the sample of 30 patients, 21 patients (70%) suffer from psychiatric 
comorbidities. 
TABLE 6: TABLE SHOWS THE TYPES OF PSYCHIATRIC 
COMORBIDITIES AMONG OCD PATIENTS  
TYPE OF PSYCHIATRIC 
COMORBIDITY 
(N = 30) 
n PERCENTAGE 
Major depression 
Anxiety disorder 
Tic disorder 
Substance use 
Absent 
13 
6 
1 
1 
9 
43.3 
20.0 
3.3 
3.3 
30.0 
 
From the table, we infer that, among the 21 patients with psychiatric 
comorbidity, 13 patients suffer from Major depression contributing to 43.3%, second 
common, being Anxiety Disorder (Generalised anxiety disorder, social phobia, panic 
disorder) with a frequency of 6 patients (20%), Tic disorder  in one (3.3%)  patient 
and substance use disorder (alcohol) in one patient (3.3). 
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TABLE 7: TABLE COMPARES AGE WITH YBOCS SCORE, PSLE & AGE 
OF ONSET IN PATIENTS WITH OCD 
 
*=P<0.05 
The above table shows the comparison of Yales Brown Obsessive Compulsive 
Scale (YBOCS) scores, Presumptive Stressful Life events (PSLE) and PSLE scores 
among the age groups. The sample was divided into 3 groups based on the mean age 
of the sample population. The first group belongs to <25years, the second group 
belongs to the age between 26 to 30 years and the third group above 31 years. On 
studying the differences in the scores of YBOCS, PSLE events and PSLE score and 
age of onset, using Oneway ANOVA, IT IS FOUND THAT YBOCS SCORE IS 
SIGNIFICANTLY HIGH IN PATIENTS WITH YOUNGER AGE 
 
S.NO Variable Age MEAN SD 
Statistical 
analysis 
F value 
 
1 
 
YBOCS 
< 25 Yrs   4.75 0.463 
3.520* 
 
 
26-30  Yrs 3.92 1.084 
>31  Yrs 3.70 0.823 
 
2 
 
PSLE Events 
< 25  Yrs   6.25 1.753 
2.522 
 
 
26-30  Yrs 4.25 2.179 
   >31  Yrs 5.70 2.214 
 
3 
 
PSLE Score 
< 25 Yrs 262.25 72.598 
1.658 
 
26-30  Yrs 197.17 89.690 
>31  Yrs 250.10 93.937 
4 Age of onset < 25 Yrs 16.25 3.505  
 
0.135 26-30 Yrs 21.83 4.770 
 
    >31  Yrs      24.60      2.767 
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TABLE 8: TABLE COMPARES AGE WITH QUALITY OF LIFE IN 
PATIENTS WITH OCD 
S.NO Variable  Age MEAN SD 
Statistical 
analysis 
F value 
1 Physical domain 
 
< 25 YEARS 51.00 12.398 0.95
 
 
26-30 YRS 49.00 18.110 
>31 YRS 47.50 18.410 
2 Psychological domain 
 
< 25 YEARS 29.00 12.795 1.338
 
 
26-30 YRS 40.83 18.668 
>31 YRS 40.83 19.112 
3 Social Relationship 
domain 
< 25 YEARS 39.12 10.507 3.172
 
 
26-30 YRS 50.50 13.977 
>31 YRS 53.70 12.587 
4 Environmental domain 
 
< 25 YEARS 61.87 7.219 0.332
 
 
26-30 YRS 60.08 11.437 
>31 YRS 63.30 7.587 
5 Total QOL < 25 YEARS 45.25 7.764 
0.71526-30 YRS 50.10 12.335 
>31 YRS 51.32 12.015 
 
The above table shows the comparison of the Quality Of Life of the OCD 
patients among the age groups. Four dimensions of the QOL scale, Physical Domain, 
Psychological Domain, Social Relationship domain and Environmental Domain are 
compared. The total QOL score is then compared between the groups. On analysing 
the data using Oneway ANOVA, it is found that THERE IS NO SIGNIFICANT 
DIFFERENCE BETWEEN THE GROUPS. 
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TABLE 9: TABLE COMPARES YBOCS SCORE, PSLES & AGE OF ONSET 
AMONG MALES AND FEMALES IN PATIENTS WITH OCD 
S.NO 
 
Variable 
 
 
Gender 
 
MEAN 
 
SD 
Statistical 
analysis 
(t value) 
1 YBOCS Male 4.23 1.013 
0.828 Female 3.94 0.899 
2 PSLE Events Male 5.54 2.367 0.586 Female 5.06 2.106 
3 PSLE Score Male 246.62 93.044 0.772 Female 221.12 87.062 
4 Age of onset Male 18.08 5.107 -3.155** Female 23.71 4.637 
    ** = P<0.01 
The above table shows the comparison of YBOCS score and PSLE scores 
among males and females. The mean YBOCS score for males was 4.23 and for 
females it was 3.94. The mean number of stressful life events for males was 5.54 and 
for females, it was 5.506. The mean score on PSLES for males was 246.62 and for 
females, it was 221.12. Student t test was applied for the data. The finding is that there 
is no significant difference in between the groups with respect to YBOCS score, PSLE 
events and PSLE score. 
On comparing age of onset with gender, the mean age of onset for male was 
18.08 and for female it was 23.71 and A STATISTICALLY SIGNIFICANT 
DIFFERENCE IS FOUND BETWEEN AGE OF ONSET AND GENDER. From this 
we infer that males had early age of onset of OCD when compared to females. 
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TABLE 10: TABLE COMPARES QOL AMONG MALES AND FEMALES IN 
OCD PATIENTS 
 
S.NO 
 
Variable 
 
Gender 
 
MEAN 
 
SD 
 
Statistical 
analysis 
t value 
1 Physical domain MALE 53.53 14.908  
1.334 FEMALE 45.58 17.062 
2 Psychological domain MALE 36.69 19.023 -0.259 FEMALE 38.41 17.179 
3 Social Relationship 
domain 
MALE  43.30 14.314 -1.923 FEMALE 52.52 11.948 
4 Environmental domain MALE 62.23 10.034 0.311 FEMALE 61.17 8.523 
5 Total QOL MALE 48.94 12.612 -.0116 FEMALE 49.42 10.198 
 
The above table shows the comparison of Quality Of Life among male patients 
and female patients of the sample population. Four domains on the WHO-QOL 
BREF, namely Physical domain, Psychological domain, Social Relationship domain 
and Environmental Domain were assessed. The total QOL score was assessed. 
Student t test was applied for the data. The finding is that THERE IS NO 
SIGNIFICANT DIFFERENCE IN BETWEEN THE GROUPS WITH RESPECT TO 
QOL. 
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TABLE 11: TABLE SHOWS THE COMPARISON OF AGE AND GENDER 
WITH WASHERS 
 
S.NO 
 
Variable 
CONTAMINATION&
WASHING 
 
CHI 
SQUARE χ2 Present Absent 
 
 
1 
 
 
AGE 
<25 yrs         3 5  
 
 
4.238 
26-30 yrs 9 3 
>31 yrs 8 2 
 
2 
  
GENDER 
Male 5 8  
8.213** 
 Female 15 2 
    ** = P<0.01 
 
The above table compares the age and gender with washers. 
ON STATISTICAL ANALYSIS, IT IS FOUND THAT, CONTAMINATION 
OBSESSION AND WASHING COMPULSION ARE SIGNIFICANTLY HIGH IN 
FEMALES. 
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TABLE 12: TABLE SHOWS THE COMPARISON OF YBCOS AND 
COMORBIDITY WITH WASHERS 
 
S.NO 
 
Variable 
CONTAMINATION/ 
WASHING CHI SQUARE 
χ2 Present Absent 
 
 
1 
 
 
YBOCS 
Mild 1 1 
 
 
 
 
1.425 
Moderate 4 2 
 
Severe 8 2 
Extreme 7 5 
 
 
2 
  
COMORBIDI
TY 
Depression 13 0 
 
 
 
 
 
14.00** 
 
 
Anxiety 2 4 
Tic 0 1 
Substance Use 1 0 
No 
Comorbidity
4 5 
 
** = P<0.01 
 
The above table compares the YBOCS score and comorbidity with washers. 
THERE HAS BEEN STATISTICALLY SIGNIFICANT HIGHER PREVALANCE 
OF PSYCHIATRIC COMORBITY WITH CONTAMINATION OBSESSION AND 
WASHING COMPULSION. 
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TABLE 13: TABLE SHOWS THE COMPARISON OF AGE AND GENDER 
WITH CHECKERS 
 
S.NO 
 
Variable 
PATHOLOGICAL 
DOUBTS/ 
CHECKING 
CHI 
SQUARE 
χ2 Present Absent 
 
 
1 
 
 
AGE 
<25 yrs 4 4  
 
 
0.201 
26-30 yrs 5 7 
>31 yrs 5 5 
 
2 
  
GENDER 
Male 6 7  
 
0.002 Female 8 9 
 
The above table compares the age and gender with checkers. 
There was no significant difference between the groups with respect to age and 
gender. 
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 TABLE 14: TABLE SHOWING THE COMPARISON OF YBCOS AND 
COMORBIDITY WITH CHECKERS 
 
S.NO 
 
Variable 
PATHOLOGICAL 
DOUBT/CHECKING 
CHI SQUARE 
χ2 
Present Absent 
 
 
1 
 
 
YBOCS 
MILD 2 0 
 
 
 
 
5.290 
MODERATE 3 3 
 
SEVERE 6 4 
EXTREME 3 9 
 
 
2 
  
COMORBIDI
TY 
DEPRESSION 6 7  
 
 
 
3.62 
 
 
 
 
ANXIETY 2 4 
TIC 0 1 
SUBSTANCE USE 1 0 
NO COMORBIDITY 6 3 
 
From the above table, we infer that there is no significant difference between the 
groups with respect to YBOCS and Comorbidity. 
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TABLE 15: TABLE SHOWS THE COMPARISON OF AGE AND GENDER 
WITH SYMMETRY 
 
 
S.NO 
 
Variable 
SYMMETRY/ 
ORDERING 
CHI SQUARE 
Present Absent 
 
 
1 
 
 
AGE 
<25 yrs 7 1  
 
 
8.377** 
26-30 yrs 5 7 
>31 yrs 2 8 
 
2 
  
GENDER 
Male 9 4  
4.693* 
 Female 5 12 
 
*=P<0.05, ** = P<0.01 
 
The above table compares the age and gender with symmetry. 
 On comparison of age with symmetry obsession and ordering compulsion, it is found 
that significantly higher prevalence of symmetry & ordering in young patients and on 
comparison of sex with symmetry obsession and ordering compulsion, males have 
been found to have significantly higher symmetry & ordering.   
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TABLE 16: TABLE SHOWS THE COMPARISON OF YBOCS AND 
COMORBIDITY WITH SYMMETRY 
 
S.NO 
 
Variable 
SYMMETRY/ 
ORDERING CHI SQUARE 
χ2 Present Absent 
 
 
1 
 
 
YBOCS 
MILD 0 2  
 
 
11.518** 
MODERATE 2 4 
SEVERE 2 8 
EXTREME 10 2 
 
2 
  
COMORBIDI
TY 
DEPRESSION 5 8  
 
 
3.352 
 
 
 
ANXIETY 4 2 
TIC 1 0 
SUBSTANCE USE 0 1 
NO COMORBIDITY 4 5 
** = P<0.01 
 
The above table compares YBOCS and comorbidity with symmetry. 
THERE IS SIGNIFICANTLY HIGHER YBOCS SCORE IS FOUND IN PATIENTS 
WITH NEED FOR SYMMETRY AND ORDERING COMPULSION. 
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TABLE 17: TABLE SHOWS THE COMPARISON OF AGE AND GENDER 
WITH TABOO 
 
S.NO 
 
Variable 
TABOO CHI SQUARE 
χ2 Present Absent 
 
 
1 
 
 
AGE 
<25 yrs 2 6  
 
 
5.893* 
26-30 yrs 0 12 
>31 yrs 10 10 
 
2 
  
GENDER 
Male 2 11  
 
2.802 Female 0 17 
 
*=P<0.05 
 
The above table compares the age and gender with taboo thoughts. 
On statistical analysis it is found that, advance age is associated with significantly 
higher taboo.  
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TABLE 18: TABLE SHOWS THE COMPARISON OF YBCOS AND 
COMORBIDITY WITH TABOO 
 
 
S.NO 
 
Variable 
TABOO CHI 
SQUARE 
χ2 Present Absent 
 
 
1 
 
 
YBOCS 
MILD 0 2 
 
 
 
 
3.214 
MODERATE 0 6 
 
SEVERE 0 10 
EXTREME 2 10 
 
 
2 
  
COMORBIDI
TY 
DEPRESSION 0 13  
 
 
16.607** 
ANXIETY 1 5 
TIC 1 0 
SUBSTANCE USE 0 1 
NO COMORBIDITY 0 9 
 ** = P<0.01 
 
The above table compares the YBOCS and comorbidity with taboo thoughts. 
 On statistical analysis it is found that psychiatric comorbidity is significantly lower 
with taboo thoughts (sexual, religious and aggression obsessions). 
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TABLE 19: TABLE SHOWS SOCIODEMOGRAPHIC VARIABLES OF OCD 
PATIENTS WITH AND WITHOUT PSYCHIATRIC COMORBIDITY 
 
S.NO 
 
VARIABLES 
 CASES 
(N=30) 
n 
PSY. 
COMORBIDITY 
 
CHI 
SQUARE 
χ2 
Present 
n=21 
Absent 
n=9 
1 Age 
(years) 
<25 
26-30 
>31 
8 
12 
10 
6 
7 
8 
2 
5 
2 
 
1.349 
2 Sex Male 
Female 
13 
17 
8 
13 
5 
4 
 
0.782 
3 Marital 
status 
Married 
Unmarried
16 
14 
12 
9 
4 
5 
 
0.408 
4  
Socio-
economic 
status 
 
Lower 
Middle 
 Upper 
lower 
 
 
       6 
 
24 
 
3 
 
18 
 
3 
 
6 
 
 
1.429 
 
The above table shows the comparison of socio demographic variables among the 
OCD patients with and without psychiatric comorbidity.  
There is no significant difference between the two groups with respect to age, sex, 
marital status or socio economic status. 
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TABLE 20:  TABLE COMPARING OCD VARIABLES AMONG OCD 
PATIENTS WITH AND WITHOUT PSYCHIATRIC COMORBIDITY 
 
S.NO 
 
Variable 
PSYCHIATRIC 
COMORBIDITY 
 
CHI 
SQUARE 
χ2 
Present 
n=21  
Absent 
n=9 
 
 
1 
 
 
Duration of  
OCD (Years) 
<2 5 5  
 
4.908 2-5 9 4 
5 And Above 7 0 
 
2 
 
Age of onset 
(years) 
<20 13 2  
3.968* 
>20 8 7 
3  
 
YBOCS 
Mild 0 2  
 
 
17.381** 
Moderate 1 5 
Severe 9 1 
Extreme 11 1 
4 BABS Excellent 7 7  
 
 
5.291 
Good 8 1 
Fair 4 1 
Poor 2 0 
*=P<0.05, ** = P<0.01 
The above table is a comparison of the Obsessive Compulsive Disorder variables, 
namely the Duration of illness, Age of onset, YBOCS and BABS score among 
Obsessive Compulsive Disorder patients with and without comorbidity.  
On statistical analysis it is found that, patients with early age of onset and increased 
ocd severity has significantly high psychiatric comorbidity. 
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TABLE 21: TABLE COMPARES PSLE SCORES AMONG OCD PATIENTS 
WITH AND WITHOUT PSYCHIATRIC COMORBIDITY 
S.NO Variable PSYCHIATRIC COMORBIDITY MEAN SD 
Statistical 
value 
t value 
 
 
1 
 
 
PSLE - 
EVENTS 
 
Present  6.05 1.717 
-3.507**  
Absent 3.44 2.186 
 
  
   2 
 
 
PSLE - 
SCORE 
 
Present 257.57 76.741  
-2.616**  
Absent 172.89 91.509 
 ** = P<0.01 
The above table shows the comparison of PSLE events and PSLE scores among 
Obsessive Compulsive Disorder patients with and without Psychiatric comorbidity.  
Those Obsessive Compulsive Disorder patients who have psychiatric comorbidity 
experienced more number of Stressful Life Events and consequently a higher score on 
the PSLE Scale. 
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TABLE 22: TABLE COMPARES QUALITY OF LIFE AMONG OCD 
PATIENTS WITH AND WITHOUT PSYCHIATRIC COMORBIDITY 
S.NO Variable  MEAN SD 
Statistical 
value 
(t value) 
1 Physical domain 
 
present 61.22 10.317 
3.016** absent 43.83 15.854 
2 Psychological 
domain 
present 53.66 14.089 3.988** 
absent 30.80 14.503 
3 Social relationship 
domain 
present 54.11 13.995 1.501 absent 46.14 13.043 
4 Environmental 
domain 
present 69.00 4.242 3.409** 
absent 58.47 8.767 
5 Total QOL present 59.50 8.565 4.145** 
absent 44.89 9.023 
** = P < 0.01 
The above table compares the various domains of the WHO Quality Of Life BREF 
scale among Obsessive Compulsive Disorder patients with and without Psychiatric 
comorbidity. 
From the table, it is inferred that there is a significant difference between the two 
groups in three domains of QOL, namely Physical domain, Psychological domain, 
Environmental domain and also the Total Score.  
From the table, we see that Obsessive Compulsive Disorder patients who have 
psychiatric comorbidity score less than those without psychiatric comorbidity in all 
the domains of the Quality Of Life Scale, which means that the Quality of Life is 
Poorer among OCD patients who have a comorbid psychiatric illness. 
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TABLE 23:  TABLE COMPARING BABS SCALE WITH YBOCS, PSLE 
EVENTS AND SCORE 
S.N
O 
Variable 
 BABS MEAN SD 
Statistical 
analysis 
F value 
 
1 
 
YBOCS 
Excellent  3.43 0.938
6.847** 
 
 
Good  4.44 0.527
Fair  4.80 0.497
Poor   5.00 0.000
 
2 
 
PSLE – 
EVENTS 
Excellent 3.93 1.979
4.491** 
 
Good 6.33 1.732
        Fair 6.40 1.517
        Poor 7.00 2.828
 
3 
 
PSLE – SCORE 
Excellent 177.79 73.195
4.490** 
Good 276.78 76.300
Fair 277.40 64.852
Poor 299.00 135.76
** = P < 0.01 
The above table shows the comparison of BABS with YBOCS, PSLE events and 
PSLE scores among Obsessive Compulsive Disorder patients.  
From this we infer that Obsessive Compulsive Disorder patients with poor insight 
have significantly increased YBOCS severity when compared with excellent, good 
and fair insight. On comparing BABS and PSLES, we infer that Obsessive 
Compulsive Disorder patients with poor insight experienced more stressful life events. 
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TABLE 24: CORRELATION TABLE 
 V1 V2 V3 V4 V5 V6 V7 V8 V9 V10 V11 V12 
V1 1            
V2 -.16 1           
V3 .19 -.51** 1          
V4 .13 -.64** .38* 1         
V5 .18 -.69** .78** .87** 1        
V6 .31 -.22 .32 .54** .53** 1       
V7 .37 -.21 .26 -.49** .47** .96** 1      
V8 -.27 .07 -.31 -.52** -.51** -.42** -.41* 1     
V9 -.09 .39* -.52** -.73** -.76** -.59** -.53** .63** 1    
V10 -.16 .63** -.32 -57** -.55** -.23 -.24 .19 .43 1   
V11 -.28 .25 -.38* -.52** -.55** -.42* -.41* .74** .58** .21 1  
V12 -.24 .43* -.51** -.76** -.77** -.55** -.52** .83** .88** .59** .77** 1 
*=P<0.05, ** = P<0.01 
V1- DURATION OF OCD                                        
 V2- AGE OF ONSET 
V3- YBOCS OBSESSION SCORE 
V4- YBOCS COMPULSION SCORE                      V8- QOL – 1 
V5- YBOCS TOTAL SCORE                                   V9- QOL -2 
V6- PSLES EVENTS                                                V10- QOL -3 
V7- PSLES SCORE                                                   V11- QOL – 4 
                                                                                    V12- QOL – 5 
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              We applied Pearson’s correlation test for the variables Duration of Obsessive 
Compulsive Disorder, Age of onset, YBOCS Obsession, Compulsion and total Score, 
PSLES Events and PSLES Score, QOL scores.  
A significant negative correlation is found between the age of onset and 
YBOCS obsession, compulsion and total score. From this it is inferred that early age 
of onset is associated with increased severity of Obsessive Compulsive Disorder. A 
significant positive correlation is found between PSLES events and Score with 
YBOCS compulsion and total score. From this it is inferred that with the increase in 
stressful life events there is an increase in severity of compulsion and total score. 
A significant negative correlation is found between YBOCS obsession, 
compulsion and total score with all the Domains and Total score of QOL. From this 
we infer that as the severity of Obsessive Compulsive Disorder increases, QOL 
decreases. On correlating PSLES Score and QOL a significant positive correlation 
was found between Physical, psychological, environmental domain and Total QOL 
Score. From this it is inferred as stressful life events increases, QOL of life decreases. 
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TABLE 25: MULTIPLE LINEAR REGRESSION WITH QOL AS 
DEPENDENT VARIABLE 
** = P<0.01 
 The above table is based on Multiple linear Regression analysis applied to the data 
collected, keeping Quality Of Life as the Dependent Variable. On analysing the data, 
among all other independent variables, the score of YBOCS contribute to Quality of 
Life significantly, to the level of 60.3%. (cumulative R = 0.603). The R2 change value 
of YBOCS was 0.603, which means YBOCS score contributes to 60% of the variance, 
on WHO QOL BREF.  
 
 
 
 
 
 
S.NO 
 
INDEPENDENT 
VARIABLE 
 
R 
 
R2 
 
R2 
CHANGE
 
BETA
 
B 
 
t 
 
SIG 
1 YBOCS TOTAL 
0.776 0.603 0.603 -0.776
-
1.201 
-
6.518** 
0.000
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DISCUSSION 
 
                 This study is done to assess the clinical features and prevalence of 
psychiatric comorbidity and the types of Psychiatric comorbidities in patients with 
Obsessive compulsive disorder. In our study 30 Obsessive Compulsive Disorder 
patients were selected according to the inclusion and exclusion criteria. Obsessive 
Compulsive Disorder severity was assessed in them using YBOCS scale. YBOCS 
symptom checklist was used to identify the clinical features. In addition, the Brown 
assessment of belief scale is used to assess the insight of these patients.  The stressful 
life events experienced by the patients was also assessed. WHO Quality of Life scale 
is also applied to these patients.  
                 In our study, majority of them (40%) belonged to the age group of 26 to 30 
years.43.3% of the population are males and 56.7% are females. Among the patients 
53.3 % are married and 46.7 % of the patients are unmarried. On analyzing the socio 
economic status of the patients, a majority of the patients (80%) belonged to Upper 
lower Socio economic status. 
                 In our study, duration of OCD for majority of patients (43.3%) is found to 
be 3-5 years before seeking any medical attention. In 23.3% of patients duration of 
illness is found to be more than 5 years. Study by John politt et al in 141 Obsessive 
Compulsive Disorder patients, reported that 25% of patients seek medical help only 
after 10 years of suffering and 50% seek medical help after 5 years of illness onset50.  
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This finding does not favour our study finding, in our study majority seek medical 
help within 2-5 years, this may be due to small sample size. 
                 The mean age of onset in our sample population is 20.33 years, among 
which 50% of the patients have their Obsessive Compulsive Disorder onset <20 years 
(13- 20 years) and 50% have their onset > 20 years of age (21-30 years). This finding 
is supported by Ruscio et al, National Comorbidity Survey Replication (2010), which 
reported the mean age of onset of Obsessive Compulsive Disorder is 19.5 years 51.  A 
study done by Rasmussen et al, found that the age of onset of Obsessive Compulsive 
Disorder was found to be 21 years10. 
                 In our study, majority (40%) scored in extreme category in YBOCS. In 
BABS scale, 46.7% of study population scored excellent insight, 30% have good 
insight, 16.7% have fair insight and 6.7% of patients have poor insight. Majority of 
our study population have excellent insight and none of the Obsessive Compulsive 
Disorder patients in this study population are found to have absent insight. In Philips 
et al study (2012), reported that among 211 subjects of Obsessive Compulsive 
disorder, 29% had excellent insight, 29% had fair insight, 27% had good insight, 13% 
had poor insight and 2% had delusional belief /absent insight69. 
                 In our study, fear of contamination (66.7%) is reported to be the 
commonest obsession, which is followed by pathological doubts (53.3%), aggressive 
obsession (50%), Need for symmetry (46.7%), sexual obsession (26.7%), religious 
obsession (20%) and other obsessions (6.7%). This finding is similar to the study by 
Rasmussen and Eisen et al. They reported that contamination (50%) is the most 
common obsession followed by pathological doubt (42%), need for symmetry (32%), 
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aggression (31%) and Sexual obsessions (24%) 10.  Further our study is supported by 
an Indian study done by Akhtar S et al, who found that contamination was the 
commonest obsession followed by aggression which was followed by religious and 
sexual obsessions53. 
   In our study among compulsions, washing compulsion is the common 
compulsion reported (66.7%), followed by checking compulsion (50%), 
ordering/arranging compulsion (50%), other compulsions 50% (mental compulsion, 
counting) and repeating compulsion (6.7%). Other studies reported checking 
compulsion as the most common compulsions. Ramussen et al study showed checking 
compulsions were more common (61%) followed by washing (50%), counting (36%), 
ordering (28%), Hoarding (18%) 54.  But in some Indian studies (Reddy et al) , 
washing compulsions are reported as more common compulsion when compared to 
other types, which support our study finding56. 
In our study, hoarding obsession and compulsion are not present among 
Obsessive Compulsive Disorder patients. Some Indian studies (Khanna et al55, Reddy 
et al 56) reported lower prevalence of hoarding obsession and compulsion.  
                 Previous studies report that some clinical features of Obsessive Compulsive 
Disorder tend to occur together, leading to dimensional model of Obsessive 
Compulsive Disorder. Due to the small sample size of our study, factor analysis of 
symptoms could not be done. But when analysed for the presence of proposed factors, 
it is found that our sample population can be divided into 4 groups based on the type 
of obsession and compulsion. They are Washers (patients with both contamination 
obsession and washing compulsion), Checkers (patients with both pathological doubts 
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& checking compulsion), Symmetry group (patients who had both need for symmetry 
& ordering compulsion) and Taboo group (patients who had sexual, religious and 
aggressive obsessions). Mataix cols et al found four factor in their study namely 
contamination/cleaning, doubt/checking, symmetry/ordering and hoarding57. Pinto et 
al added a fifth dimension of taboo thoughts (Aggression, Sexual and religious 
obsessions) 58. An Indian Study done by Khanna et al on cluster analysis of Obsessive 
Compulsive Disorder showed four clusters-Washing, Checking, Embarrassing 
Behavior and Thoughts of Past among which Washers and Checkers were found to be 
valid clusters of Obsessive Compulsive Disorder 59.   In our study, it is found that 
66.7% have both contamination obsession & washing compulsion (washers), 46.7% of 
Obsessive Compulsive Disorder sample population have both pathological doubts & 
checking (checkers), 46.7% of Obsessive Compulsive Disorder sample population 
have both need for symmetry & ordering compulsion (symmetry) and 6.7% of 
Obsessive Compulsive Disorder sample population have sexual, religious and 
aggressive obsession together (taboo).  
                 In our study, we tried to find the various types of Psychiatric comorbidities 
associated with Obsessive Compulsive Disorder using MINI International 
Neuropsychiatric Interview. We found that, 21(70%) out of 30 patients have comorbid 
psychiatric illnesses.  This finding is similar to ECA study, showed that two third of 
Obsessive Compulsive Disorder patients have a lifetime risk of comorbid Psychiatric 
illnesses2. 
                 In our study major depressive disorder is found to be the most common 
comorbidity in Obsessive Compulsive Disorder patients (43.3%). Our study was 
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supported by Toress et al, reported that Major Depressive Disorder (36-41%) is the 
commonest comorbidity16.  Rasmussen et al in his study 100 Obsessive Compulsive 
Disorder patients showed that 31% of patients had Major Depressive Disorder, 11% 
had Social Phobia, 7% had Specific Phobia, 6% had Panic Disorder, 8% Eating 
Disorder, 8% had Alcohol Use Disorder and 5% had Tic Disorder. This study supports 
our finding, that major depression is the commonest comorbidity in Obsessive 
Compulsive Disorder patients10.  Study by Eisen et al (50%) 71, Overbeek et al 72, also 
favour this finding.  An Indian study by Kalra et al in 54 Obsessive Compulsive 
Disorder patients, show that major depression (64.8%) is the common comorbidity 
associated with Obsessive Compulsive Disorder 73.                               
 In our study, 6 patients have comorbid Anxiety Disorder amounting to 
20.0%, in which 3 (10%) patients have Generalised anxiety disorder, 2(6.7%) patients 
have social anxiety disorder, and 1(3.3%) patient has panic disorder. Ruscio et al, 
found that Anxiety Disorder (75%) was more prevalent in Obsessive Compulsive 
Disorder which is against our findings51. Antony et al found that Social Phobia (41%) 
was more common than depression (24%) which is against our study74. Pigott et al 
1944, reported higher life time prevalence of anxiety disorder in Obsessive 
Compulsive disorder35.  Ruscio et al, studied a sample of more than 2000 Obsessive 
Compulsive disorder patients, reported that anxiety disorder was commonly occurring 
comorbidity in Obsessive Compulsive disorder, in which 43% had social phobia, 42% 
had specific phobia, 8% had Generalised anxiety disorder, 20% had panic disorder and 
19% had post traumatic stress disorder51. 
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                 In our study comorbid substance use Disorder is found to be 3.3%. Our 
finding is supported by Kessler et al (2005) his study showed the prevalence of 
substance use disorder was low in comparison to general population75.  In ECA study 
Alcohol Use Disorder was reported in 24% of Obsessive Compulsive Disorder 
patients, which is against our study2. 
                 In our study, there are no patients with comorbid psychosis, bipolar 
disorder, Obsessive Compulsive Disorder spectrum disorder, eating disorder. Study by 
Goodwin et al, show that Obsessive Compulsive Disorder patients had low 
comorbidity of psychosis43. This finding was not favoured by Eissen et al, they show 
that among 475 Obsessive Compulsive Disorder patients, 15% had comorbid 
psychosis76. Study by Kaya et al, show high comorbidity of eating disorder (41%) in 
Obsessive Compulsive Disorder patients42. In an Indian study by Bienvenu et al, 
reported low prevalence of eating disorder in Obsessive Compulsive Disorder 
patients77. 
                 In our study, the sample Population is divided into three age groups of less 
than 25 years, 26 to 30 years, and a third group of above 31 years. On comparing age 
with Y-BOCS, there has been significantly high YBOCS score is found in young age 
group. From this we infer that early age of onset is associated with increased 
Obsessive Compulsive Disorder severity.  Study by Taylor et al, supported our study 
finding that early age of onset is associated with increased severity70. 
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 On analysing the age with Presumptive Stressful Life Events number and 
score and Quality of Life, there is no significant difference found between thes 
groups. 
                 In our study, we tried to find the differences in the YBOCS Scores, 
Presumptive Stressful Life Events number and score and Quality Of Life among males 
and females. On statistical analysis of the above data, we found that there is no 
significant difference in between males and females on YBOCS, PSLES events and 
score and QOL. Torresan et al study, show that there was no difference in between 
males and females on YBOCS severity, which support our study finding65.  
 On comparing the age of onset with males and females, a significant 
difference is found between the males and females with respect to age of onset. In our 
study the mean age of onset for males was found to be 18.08 years whereas for 
females it was found to be 23.71 years. From this we infer that males have early age 
of onset of Obsessive Compulsive Disorder when compared to females. This study 
was supported by Ramussen et al, showing that in males mean age of onset was 19.6 
years and in females mean age of onset was 22 years (P<0.003)52. An Indian study by 
Jaisoorya et al, also support the early age of onset in males46. 
                  On comparing Contamination/Washing with age and gender a statistically 
significant difference among males and females is found and it is inferred that 
contamination/washing is more common among females. This finding is supported by 
Juang et al, that contamination and washing compulsion were common in females60. 
Study by Labad et al 61, Noshirvani et al 62, showed that washing and cleaning 
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compulsions were common in women than men with Obsessive Compulsive disorder.  
An Indian study by Manjunath et al, also supported this finding that females were 
likely to be washers63.  
On comparing YBOCS Score with Contamination/Washing there is no 
significant difference between the groups. 
On comparing the psychiatric comorbidity with Contamination/ Washing 
statistically significant difference is found, inferring that Obsessive Compulsive 
Disorder patients with Contamination/Washing are more likely to have comorbid 
psychiatric disorders, in which Depression is highly prevalent. This finding is not 
favoured by Juang et al, that they reported patients with somatic obsessions had high 
comorbid depression60. In our study somatic obsessions are not seen among study 
population. 
On comparing Pathological Doubt/Checking with age, gender, YBOCS and 
Comorbidity, no significant difference is found between groups. 
On comparing Need for symmetry/Ordering with age and gender a statistically 
significant difference is found between the groups. On comparing Need for 
symmetry/Ordering with age, significantly high prevalence is found in age <25 years. 
From this it is inferred that symmetry/Ordering is more common in young patients. 
Our study finding that need for symmetry/ ordering was more common in patients 
with early age of onset and in males, is supported by Torresan et al65. 
On comparing Need for symmetry/Ordering with gender, a statistically 
significant difference is found and it is inferred that symmetry/Ordering is more 
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common in males than females. This finding is supported by Leckman et al 64, Juang 
et al60, that symmetry obsessions were common in males than females.  
On comparing YBOCS Score and Symmetry/Ordering, there is significant 
higher YBOCS Score in patients with Symmetry/Ordering is found and it is inferred 
that patients with Symmetry/Ordering has increased Obsessive Compulsive Disorder 
severity. 
On comparing psychiatric comorbidity with Symmetry/Ordering, there is no 
significant difference is found. Study by Baer et al, show that Tic disorder was 
common in patients with symmetry66. Study by Matsunaga et al, show that Bulemia 
nervosa was common comorbidity in patients with symmetry/ordering, which does not 
favour our study67. This may be due to low prevalence of eating disorder in Indian 
population.  Indian studies in Obsessive Compulsive Disorder, reported that Eating 
disorder were less prevalent comorbidity among Obsessive Compulsive Disorder 
patients in India77. 
On comparing Taboo thoughts with age and gender a statistical significance is 
found between age and taboo. From this it is inferred that Taboo thoughts is 
significantly higher in advanced age (>31 years). This finding is not favoured by 
Manjunath et al, they reported that sexual obsessions were common in patients with 
early age of onset63.  This may be due to that, in our study taboo thoughts – 
aggression, sexual and religious obsessions are considered together. 
On comparing YBOCS Score with Taboo, there is no significant difference is 
found. 
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On comparing psychiatric comorbidity with Taboo, it has been found that 
patients with taboo thoughts have significantly lower psychiatric comorbidity. This 
finding is not supported by Torresan et al, that comorbid tic disorder was common in 
patients with sexual, religious obsession65. In Hasler et al study, patients with taboo 
thoughts had high comorbid depression68. 
In our study comparing sociodemographic variables of Obsessive Compulsive 
Disorder patients with and without Psychiatric comorbidity it is found that there is no 
significant difference between the two groups.  
 We compared the Obsessive Compulsive Disorder variables such as duration 
of Obsessive Compulsive Disorder, age of onset, YBOCS and BABS with Obsessive 
Compulsive Disorder patients with and without psychiatric comorbidity. On statistical 
analysis it is found patient with early age of onset and increased YBOCS score have 
significantly high psychiatric comorbidity. From this we infer that patients with early 
age of onset have increased Psychiatric comorbidity. 
 We also infer that as the severity of Obsessive Compulsive Disorder increases, 
prevalence of Psychiatric comorbidity increases as well. This finding is supported by 
Erbu et al, that Obsessive Compulsive Disorder patients with comorbity had high 
YBOCS score78.  
As per our study, on assessing the Stressful Life events and comparing them 
between OCD patients who have Psychiatric comorbidity and those who did not have 
Psychiatric comorbidity, there is  significant  difference between the two groups with 
respect PSLES is found. From this it is inferred that those Obsessive Compulsive 
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Disorder patients who have psychiatric comorbidity experienced more number of 
Stressful Life Events and consequently a higher score on the PSLE Scale. This finding 
is supported by Rosso et al, that OCD with comorbid psychiatric disease had increased 
stressful life events79.  
On studying the Quality of Life of the patients with Obsessive Compulsive 
Disorder, we compared the four domains of the WHO QOL BREF scale as well as the 
total QOL score among patients with and without Psychiatric comorbidity. We found 
that, there was a significant difference between two groups in three domains of QOL 
i.e Physical domain, Psychological domain, Enviornmental domain and Total Score of 
the WHO QOL BREF scale. We infer that Obsessive Compulsive Disorder patients 
who have psychiatric comorbidity score less than those without psychiatric 
comorbidity in all the domains of the Quality Of Life Scale, which means that the 
Quality of Life is Poorer among Obsessive Compulsive Disorder patients who have a 
comorbid psychiatric illness. The social domain of QOL may get affected in the 
chronic course of illness. Because of this may be in our study population, the social 
domain of QOL was not significantly affected as the duration of Obsessive 
Compulsive Disorder in our sample are low.  
On comparing the BABS with YBOCS and PSLES, there is a significant 
difference between the groups.  From this we infer that Obsessive Compulsive 
Disorder patients with poor insight have significantly increased YBOCS severity 
when compared with excellent, good and fair insight. On comparing BABS and 
PSLES, we infer that Obsessive Compulsive Disorder patients with poor insight 
experienced more stressful life events. This finding is supported by an Indian study by 
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Ravi Kishore et al, that Obsessive Compulsive Disorder patients with poor insight had 
increased YBOCS severity84.  
We applied Pearson’s correlation test for the variables Duration of Obsessive 
Compulsive Disorder, Age of onset, YBOCS Obsession, Compulsion and total Score, 
PSLES Events and PSLES Score and QOL scores. 
A significantly negative correlation is found between the age of onset, YBOCS 
obsession, compulsion and total score and it is inferred that early age of onset is 
associated with increased severity of Obsessive Compulsive Disorder. A significantly 
positive correlation is found between PSLES events and PSLE Score with YBOCS 
compulsion and total score, from this it is inferred that with the increase in stressful 
life events there is an increase in Obsessive Compulsive Disorder severity. 
A significant negative correlation is found between YBOCS obsession, 
compulsion and total score with all the Domains and Total score of QOL which is 
significant at the level of P<0.01.From this we infer that as the severity of Obsessive 
Compulsive Disorder increases, QOL decreases. On correlating PSLES Score and 
QOL a positive correlation was found between Physical, psychological, environmental 
domain and Total QOL Score. From this it is inferred as stressful life events increases, 
QOL of life decreases. 
Our study findings supported by BLOCS study in which significant correlation 
between QOL and YBOCS was reported (correlation r=0.40-0.77)17. A study by Lee 
et al, also reported that Obsessive Compulsive Disorder severity impairs the QOL of 
patients80.   
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As a final step of the statistical analysis, we applied the Multiple Linear 
Regression test to the data collected. We kept “Quality of Life” as the dependent 
variable and applied Multiple Linear regression of the other variables, to analyse 
which of those variables contribute more to the Quality of life.  
The results are that among all other independent variables, the scores of 
YBOCS contributed significantly to the Quality of Life.The scores of YBOCS 
contribute to 63.3%, as independent variables, to affect the Quality of Life. 
Independently, the scores on YBOCS contributed to 63.3% of the variance on QOL. 
Our study finding is supported by Mancebo et al (2008). They found that on 
regression analysis that severity of Obsessive Compulsive Disorder was the powerful 
predictor of QOL81.  Eisen et al (2006) also showed YBOCS severity contributes to 
poor QOL82. 
An Indian study by Shrivatsava et al, in 45 Obsessive Compulsive Disorder 
patients show that QOL in Obsessive Compulsive Disorder patients was lower in 
physical, psychological, and social domains and significant correlation between 
YBOCS severity and QOL was found. On 6 months follow up, YBOCS score was 
reduced with treatment and the Obsessive Compulsive Disorder improved in those 
patients83. 
This high degree of variance contributed by severity of Obsessive Compulsive 
Disorder towards the Quality of Life points towards a significant finding, which again 
emphasizes the importance of early identification and treatment of Obsessive 
Compulsive Disorder patients, may significantly improve the Quality of Life in these 
patients. 
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LIMITATION AND CONCLUSION 
 
LIMITATION OF THIS STUDY: 
1. This study is a cross sectional descriptive study, hence the longitudinal course 
and outcome of the patients could not be assessed. 
      2. The study sample is small. Further studies on a larger sample are needed. 
      3. Since the study has been carried out in a government Hospital, which caters 
middle and lower socio-economic status, these findings cannot be extrapolated        
to the general population.             
    
CONCLUSION: 
Our study findings reveal, with respect to the hypothesis that 
1. Early age of onset of Obsessive Compulsive Disorder is correlated with 
increased disease severity. 
2. Major depressive disorder is the most common Psychiatric comorbidity 
associated with Obsessive Compulsive Disorder. 
3. Contamination obsessions and cleaning compulsions are the most common 
clinical presentation in patients with Obsessive Compulsive Disorder. 
4. There are no gender differences with respect to severity of Obsessive 
Compulsive Disorder. 
5. Obsessive Compulsive Disorder patient with Poor insight is associated with 
increased disease severity. 
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6. Quality of life is poor in Obsessive Compulsive Disorder patients with 
comorbid psychiatric illness. 
7. Obsessive Compulsive Disorder Patients with more number of Stressful life 
events are prone to develop Psychiatric comorbidities.  
 
Based on the findings in our study, it is understood that Obsessive Compulsive 
Disorder patients have a variable clinical presentation and high risk of comorbid 
Psychiatric illness. The disease severity impairs the patient’s Quality of life. Early 
recognition and treatment of Obsessive Compulsive Disorder and comorbid 
Psychiatric illness may lead to a better outcome. Further studies to characterize the 
subtypes of Obsessive Compulsive Disorder not only help in understanding the 
clinical phenotypes, but for better knowledge into neurobiology and genetics of 
Obsessive Compulsive Disorder. Studies on pattern of Psychiatric comorbidity and 
their impact on daily living and longitudinal studies to observe improvement with 
pharmacotherapy and psychotherapy are necessary. 
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                                      SEMI STRUCTURED PROFORMA 
 
NAME: 
AGE: 
SEX:                                                                                MOB NO 
ADDRESS: RURAL/URBAN 
EDUCATION:  
       Profession/Graduate or postgraduate/intermediate or post high school Diploma/ 
High school certificate/Middle school/Primary school,/Illiterate 
OCCUPATION:  
 
              Profession/Semi-Profession/Clerical, Shop-owner, 
Farmer/Skilled worker/Semi-skilled worker/Unskilled worker/Unemployed 
FAMILY INCOME (PER MONTH): 
 FAMILY TYPE: Nuclear / joint family 
 NO OF MEMBERS: 
SOCIO ECONOMIC STATUS: 
Upper, upper middle, lower middle, upper lower, lower   
MARITAL STATUS: 
MARRIED/UNMARRIED/DIVORCED/DEATH OF THE SPOUSE  
SUBSTANCE USE (PATTERN):  
   SUBSTANCE         FREQUENCY        DURATION       QUANTITY     LAST INTAKE  
    ALCOHOL 
    NICOTINE 
     OTHERS 
FAMILY HISTORY OF OCD; 
FAMILY HISTORY - OTHER PSYCHIATRIC DISORDER: 
FAMILY HISTORY OF SUICIDE 
 
 
PAST HISTORY: 
OTHER PSYCHIATRIC ILLNESS- 
SUICIDE ATTEMPT- 
MEDICAL/SURGICAL ILLNESS 
PRESENTING COMPLAINTS: 
DURATION OF OCD 
COMORBITIDY 
MENSTRUAL HISTORY 
GENERAL EXAMINATION: 
B.P: mm. Hg P.R: /Min 
 
C.V.S: 
R.S: 
ABDOMEN: 
C.N.S: 
 
MENTAL STATUS EXAMINATION: 
General appearance/co-operation: 
Psychomotor activity: 
Talk: 
Thought: 
Perception: 
Mood 
 
DIAGNOSIS: 
 
 
 
      
 
     
ANNEXURE II : KUPPUSAMY’S SOCIO ECONOMIC SCALE 
 
 
 
               MINI INTERNATIONAL NEUROPSYCHIATRIC INTERVIEW 
 
 
 
 
YALE BROWN OBSESSIVE-COMPULSIVE SCALE (Y-BOCS) 
OBSESSIVE THOUGHTS:  Review the obsessions you checked on the Y-BOCS Symptom Checklist to help you answer 
the first five questions.  Please think about the last seven days (including today), and check one answer for each 
question. 
1. TIME OCCUPIED BY OBSESSIVE THOUGHTS:   How much of your time was occupied by obsessive thoughts?  How
frequently did these thoughts occur? 
_____ 0 = None 
_____ 1 = Less than 1 hour per day, or occasional intrusions (occur no more than 8 times a day) 
_____ 2 = 1-3 hours per day, or frequent intrusions (most of the day are free of obsessions) 
_____ 3 = More than 3 hours and up to 8 hours per day, or very frequent intrusions 
_____ 4 = More than 8 hours per day, or near-constant intrusions 
2. INTERFERENCE DUE TO OBSESSIVE THOUGHTS:  How much did these thoughts interfere with your social or
work functioning?  Is there anything that you didn’t do because of them? 
_____ 0 = No interference 
_____ 1 = Mild, slight interference with social or occupational performance, but still performance not 
impaired 
_____ 2 = Moderate, definitive interference with social or occupational performance, but still manageable 
_____ 3 = Severe interference, causes substantial impairment in social or occupational performance 
_____ 4 = Extreme, incapacitating interference 
3. DISTRESS ASSOCIATED WITH OBSESSIVE THOUGHTS:  How much distress did your obsessive thoughts cause
you? 
_____ 0 = None 
_____ 1 = Mild, infrequent, and not too disturbing distress 
_____ 2 = Moderate, frequent, and disturbing distress, but still manageable 
_____ 3 = Severe, very frequent, and very disturbing distress 
_____ 4 = Extreme, near-constant, and disabling distress 
4. RESISTANCE AGAINST OBSESSIONS:  How much effort did you make to resist the obsessive thought?  How
often did you try to disregard or turn your attention away from those thoughts as they entered your mind? 
_____ 0 = I made an effort to always resist (or the obsessions are so minimal that there is no need to 
actively resist them) 
_____ 1 = I tried to resist most of the time (e.g. more than half the time I tried to resist) 
_____ 2 = I  made some effort to resist 
_____ 3 = I allowed all obsessions to fill my mind without attempting to control them, but I did so with 
some reluctance 
_____ 4 = I completely and willingly gave in to all obsessions 
5. DEGREES OF CONTROL OVER OBSESSIVE THOUGHTS:  How much control did you have over your obsessive
thoughts?  How successful were you in stopping or diverting your obsessive thinking? 
_____ 0 = Complete control 
_____ 1 = Much control; usually I could stop or divert obsessions with some effort and concentration 
_____ 2 = Moderate control; sometimes I could stop or divert obsessions 
_____ 3 = Little control; I was rarely successful in stopping obsessions and could only divert attention with 
great difficulty 
_____ 4 = No control; I was rarely able to even momentarily ignore the obsessions 
OBSESSION SUPTOTAL (Add items 1-5) 
COMPULSIONS:  Review the compulsions you checked on the Y-BOCS Symptom Checklist to help you answer 
these five questions.  Please think about the last seven days (including today), and check one answer for each 
question. 
6.TIME SPENT PERFORMING COMPULSIVE BEHAVIORS:  How much time did you spend performing compulsive
behavior?  How frequently did you perform compulsions? 
_____ 0 = None 
_____ 1 = Less than 1 hour per day was spent performing compulsions, or occasional performance of 
compulsive behaviors (no more than 8 times per day) 
_____ 2 = 1-3 hours per day was spent performing compulsions, or frequent performance of compulsive 
behaviors (most hours were free of compulsions) 
_____ 3 = More than 3 hours and up to 8 hours per day were spent performing compulsions, or very 
frequent performance of compulsive behaviors (during most hours of the day) 
_____ 4 = More than 8 hours were spent performing compulsions, or near-constant performance of 
compulsive behaviors (hour rarely passes without several compulsions being performed) 
7. INTERFERENCE DUE TO COMPULSIVE BEHAVIOR:  How much did your compulsive behaviors interfere with your
social or work functioning?  
_____ 0 = No interference 
_____ 1 = Mild, slight interference with social or occupational activities, but overall performance not 
impaired 
_____ 2 = Moderate, definite interference with social or occupational performance, but still manageable 
_____ 3 = Severe interference, substantial impairment in social or occupational performance 
_____ 4 = Extreme, incapacitation interference 
8. DISTRESS ASSOICATED WITH COMPULSIVE BEHAVIOR:  How would you have felt if prevented from performing
your compulsion(s)?  How anxious would you have become? 
_____ 0 = Not at all anxious 
_____ 1 = Only slightly anxious if compulsions prevented 
_____ 2 = Anxiety would mount but remain manageable if compulsions prevented 
_____ 3 = Prominent and very disturbing increase in anxiety if compulsions interrupted 
_____ 4 = Extreme, incapacitating anxiety from any intervention aimed at reducing the compulsions 
9. RESISTANCE:  How much effort did you make to resist the compulsions? Or how often did you try to stop the
compulsions? 
_____ 0 =  I made effort to always resist (or the symptoms were so minimal that there was no need to 
actively resist them) 
_____ 1 = I tried to resist most of the time (e.g. more than half the time) 
_____ 2 = I made some effort to resist 
_____ 3 = I yielded to almost all compulsions without attempting to control them, but I did so with some 
reluctance 
_____ 4 = I completely and willingly yielded to all compulsions 
10. DEGREES OF CONTROL OVER COMPULSIVE BEHAVIOR:  How much control did you have over the compulsive
behavior?  How successful were you in stopping the ritual(s)?  
_____ 0 = I had complete control 
_____ 1 = Usually I could stop compulsions or rituals with some effort and willpower 
_____ 2 = Sometimes I could stop compulsive behavior but only with difficulty 
_____ 3 = I could only delay the compulsive behavior, but eventually it had to be carried out to 
completion  
_____ 4 = I was rarely able to even momentarily delay performing the compulsive behavior 
COMPULSIVE SUBTOTAL (Add items 6-10) 
Y – BOCS Symptom Checklist 
(Yale-Brown Obsessive Compulsive Scale) 
 
 
 
 
Contamination Obsessions                Aggressive Obsessions 
Current   Past                  Current    Past 
____       ____ Concerns or disgust with bodily waste or secretions        ____          ____ Violent or horrific images 
____ ____ Concerned with dirt or germs.                 ____      ____ Fear will act on unwanted   
 ____ ____ Excessive concern with environmental contaminants                                     impulses (eg, to stab friend) 
____ ____ Excessive concern with household items (cleaners)          ____       ____ Fear will harm others because not          
____ ____ Bothered by sticky substances or residues                              careful enough (eg, hit and run motor 
____ ____ Concerned with getting ill (eg, AIDS)                               vehicle accident, putting poison in food) 
____ ____ Concerned will get others ill by spreading germs           ____      ____ Fear will be responsible for something else 
____ ____ Somatic obsession                    terrible happening (eg, fire, burglary)  
____ ____ Other _________________________________              ____      ____ Other_______________________________ 
 
Sexual Obsession              Religious Obsessions (Scrupulosity) 
Current  Past                  Current    Past 
____  ____ Personally unacceptable sexual thoughts              ____    ____ Concerned with sacrilege and blasphemy 
                    ____   ____ Excess concern with right and wrong, morality 
 
Hoarding/Saving Obsessions     Pathological Doubt 
Current  Past          Current    Past 
____ ____ Collects useless items, eg, old newspapers  ____    ____ After completing routine activities, doubts 
          (distinguish from hobbies; concern with objects               whether performed or not (eg, whether signed  
          of monetary or sentimental value)                 check to pay bill) 
____ ____ Concerned with losing or throwing out items by  ____    ____ Other________________________________ 
           mistake  
____ ____ Other__________________________________ 
 
Obsession With Need for Symmetry or Exactness   Other Obsessions 
Current  Past       Current    Past 
____  ____ Bothered by things not lined up or being   ____    ____ Superstitious fears (eg, luck or unlucky  
            in order                    numbers or colors) 
____  ____ Other _________________________________ ____    ____ Other ________________________________ 
 
 
 
Cleaning/Washing Compulsions     Checking Compulsions 
Current  Past       Current     Past 
____ ____ Excessive or ritualized hand washing   ____     ____ Checking locks, stove, appliances, water 
____ ____ Excessive or ritualized showering, bathing,    faucets, emergency brake 
           tooth brushing, grooming    ____      ____ Checking that did not harm others 
____ ____ Cleaning of household items or other inanimate  ____      ____ Checking that did not make mistake (eg, 
           objects        balancing checkbooks over and over) 
____ ____ Other measures to prevent or remove contact with  ____       ____ Checking tied to somatic obsessions (eg,  
           contaminants        self for signs of cancer) 
____ ____ Other___________________________________ ____       ____ Other_______________________________ 
 
Repeating Rituals      Hoarding/Collecting Compulsions 
Current  Past       Current       Past 
____ ____ Rereading or rewriting    ____       ____ Inspecting household trash and  
____ ____ Repeats same questions      accumulating useless objects 
____ ____ Need to repeat routine activities (eg, in and outdoor) 
____ ____ Other_____________________________________ 
 
Ordering/Arranging Compulsions 
Current  Past 
____  ____ Lines up clothes, canned goods, shoes in fixed order 
____  ____ Need for symmetry (eg, shoelaces must be at same  
           tension, socks at same height) 
____  ____ Can’t complete activity until just right  
 
Other Compulsions  
Current  Past 
____  ____ Mental rituals (eg, silently reciting prayers to  ____      ____ Superstitious behaviors (eg, stepping on 
           neutralize a bad thought)      cracks, bedtime rituals 
____  ____ Counting compulsions (eg, count ceiling tiles)  ____      ____ Asking for reassurance over and over 
____  ____ Excessive list making    ____      ____ Self-damaging behaviors 
____  ____ Pathological slowness (pervades most routine  ____      ____ Rituals involving blinking or staring 
            activities      ____      ____ Need to touch, tap, or rub 
____ ____ Need to tell, ask, confess    ____      ____ Other_______________________________ 
 
Comments 
____________________________________________________________________________________________________________
____________________________________________________________________________________________________________ 
Individuals with any current symptoms warrant further assessment. 
Brown  Assessment  of   Beliefs  Scale  (BABS)  5/1/01 
8 
Name______________________ Diagnosis_______________________ 
Date_______________________ Treatment_______________________ 
Belief (describe principal belief(s) during the past week): 
________________________________________________________________________________________ 
_______________________________________________________________________________________ 
For each item, circle the number identifying the response that best characterizes the patient over the past week.  
The patient's specific belief can be incorporated into the question--for example,  "How convinced are you of this 
belief that touching doorknobs will make you ill?"  Optional questions are indicated in parentheses; instructions 
to the interviewer are italicized. 
1. Conviction
2. Perception of others' views of beliefs
3. Explanation of differing views
0.- Completely convinced beliefs are false (0% 
       certainty). 
1.- Beliefs are probably not true, or substantial 
       doubt exists. 
2.- Beliefs may or may not be true, or unable to 
       decide whether beliefs are true or not. 
3.- Fairly convinced that beliefs are true but an 
       element of doubt exists. 
4.- Completely convinced about the reality of 
 held beliefs (100% certainty). 
0.- Completely certain that most people think 
       these beliefs are unrealistic. 
1.- Fairly certain that most people think these beliefs 
are unrealistic. 
2.- Others may or may not think beliefs are 
 unrealistic, or uncertain about others' views 
      concerning these beliefs. 
3.- Fairly certain that most people think these 
 beliefs are realistic. 
4.- Completely certain that most people think 
 these beliefs are realistic. 
0.- Completely certain that beliefs are unrealistic or 
absurd (e.g., "my mind is playing tricks on me.") 
1.- Fairly certain that beliefs are unrealistic or absurd. 
2.- Uncertain about why others don’t agree--beliefs 
may or may not be true. 
3.- Fairly certain that beliefs are true; view of others 
is less accurate. 
4.- Completely certain that beliefs are true; view of 
others is not accurate. 
Brown  Assessment  of   Beliefs  Scale  (BABS)  5/1/01 
9 
4. Fixity of ideas
5. Attempt to disprove ideas
6. Insight
0.- Eager to consider the possibility that beliefs 
 may be false; demonstrates no reluctance to 
       entertain this possibility. 
1.- Easily willing to consider the possibility 
 that beliefs may be false;  reluctance to do so 
 is minimal. 
2.- Somewhat willing to consider the 
 possibility that beliefs may be false, but 
       moderate resistance is present. 
3.- Clearly reluctant to consider the possibility 
 that beliefs may be false; reluctance is 
 significant. 
4.- Absolutely refuses to consider the possibility 
 that beliefs may be false--i.e., beliefs are 
 fixed. 
0.- Always involved in trying to disprove beliefs, 
 or not necessary to disprove because beliefs 
      are not true. 
1.- Usually tries to disprove beliefs. 
2.- Sometimes tries to disprove beliefs. 
3.- Occasionally attempts to disprove beliefs. 
4.- Makes no attempt to disprove beliefs. 
0.- Beliefs definitely have a 
       psychiatric/psychological cause. 
1.- Beliefs probably have a 
       psychiatric/psychological cause. 
2.- Beliefs possibly have a  
       psychiatric/psychological cause. 
3.- Beliefs probably do not have a 
       psychiatric/psychological cause. 
4.- Beliefs definitely do not have a  
 psychiatric/psychological cause. 
TOTAL BABS© SCORE    __ = SUM OF QUESTIONS 1 THROUGH 6 
Brown  Assessment  of   Beliefs  Scale  (BABS)  5/1/01 
10 
ADDITIONAL ITEM: 
7. Ideas/delusions of reference
0.- No, others definitely do not take special notice 
       of me. 
1.- Others probably do not take special notice of 
       me. 
2.- Others may or may not take special notice of 
       me. 
3.- Others probably do take special notice of me. 
4.- Others definitely do take special notice of me. 
Brown  Assessment  of   Beliefs  Scale  (BABS)  5/1/01 
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BABS© KEYSHEET (R) 
Patient Initials:__________Date of Interview:____/_____/_____ 
Rater:_________________Diagnosis:______________________ 
Treatment:__________________________ 
Principal Belief:_______________________________________________ 
1. CONVICTION _________ 
2. PERCEPTION OF OTHERS' VIEWS _________ 
3. EXPLANATION OF DIFFERING VIEWS _________ 
4. FIXITY OF IDEAS _________ 
5. ATTEMPT TO DISPROVE BELIEFS _________ 
6. INSIGHT _________ 
TOTAL BABS© SCORE (total of items 1-6) _________ 
ADDITIONAL ITEM: 
7. IDEAS/DELUSIONS OF REFERENCE _________ 
RATE YOUR OVERALL IMPRESSION OF THE PATIENT'S DEGREE OF INSIGHT: 
0. Excellent Insight; fully rational
1. Good Insight
2. Fair Insight
3. Poor Insight
4.  Lacks Insight; delusional 
PRESUMPTIVE STRESSFULL  LIFE EVENTS SCALE 
Rank 
No. 
 
 
LIFE EVENTS Mean 
stress 
scores 
 
Yes/ 
No 
 
1 Death of spouse 95  
2. 
 
Extra- marital relation of spouse 80  
3.  Marital separation/divorce 77  
4.  Suspension or dismissal from job  76  
5.  Detention in jail of self or close family 
member  
72  
6.  Lack of child 67  
7.  Death, of close family member  66  
8.  Marital conflict  64  
9.  Property or crops damaged 61  
10.  Death of friend  60  
11. 11. Robbery or theft  59  
12.  Excessive alcohol /drug use by family 
member  
58  
13  Conflict with in laws (other than over 
dowry)  
57  
14 Broken engagement or love affair 57  
15 Major personal illness or injury 56  
16  Son or daughter leaving home 55  
17  Financial loss or problems  54  
18  Illness of family member  52  
19 19. Trouble at work with colleagues, 
superiors  
52  
20 Prophecy of astrologer or palmist etc. 52  
21  Pregnancy of wife (wanted or unwanted)  52  
22  Conflict over dowry (self or spouse)  51  
23 Sexual problems 51  
24  Self or family member unemployed 51  
25 Lack of son 51  
26  Large loan  49  
27 Marriage of daughter or dependant sister  49  
28 Minor violation of law 48  
29  Family conflict  47  
30 Break-up with friend  47  
31 Major purchase or construction of house 46  
32 Death of pet 44  
33  Failure in examination 43  
34 Appearing for an examination of 
interview 
43  
35 Getting married or engaged 43  
36  Trouble with neighbor  40  
37 Unfulfilled commitments 40  
38 Change in residence 39  
39 Change or expansion of business 37  
40 Outstanding personal achievement 37  
41 Begin or end schooling 36  
42 Retirement 35  
43 Change in working conditions or transfer 33  
44  Change in sleeping habits  33  
45  Birth of daughter  30  
46 Gain of new family member  30  
47  Reduction in number of family functions  29  
48  Change in social activities 28  
49  Change in eating habit  27  
50  Wife begins or stops work  27  
51  Going on pleasure trip or pilgrimage  20  
 
  
 
 
 
  
S NO AGE SEX
RESIDENC
E RELIGION EDU OCC INC SES MAR
FAM 
TYPE
FAM 
OCD
FAM 
PSY
FAM 
SUI SUBS
PAST 
PSY
PAST 
SUI
DURATIO
N
AGE 
ONSET
COMO
R
YB 
OBS
YB 
COM
YB 
TOTAL
YB 
SEV BABS PSLE R PSLE T
1 18 1 1 3 6 1 4 3 2 1 2 1 1 1 1 1 60 13 6 18 19 37 5 2 7 305
2 28 1 1 1 6 1 4 3 2 1 1 1 1 1 1 1 84 13 4 19 16 35 5 2 4 212
3 29 2 2 3 4 1 5 2 1 1 1 1 1 1 1 1 50 22 2 19 18 37 5 4 5 203
4 38 2 1 1 2 2 4 2 1 1 1 1 2 1 1 1 96 28 2 13 12 25 4 2 6 307
5 34 1 1 1 3 5 5 3 1 1 1 1 1 1 1 1 48 28 1 11 4 15 2 1 1 56
6 30 2 2 1 3 1 4 2 1 1 1 1 1 1 1 1 36 27 1 14 6 20 3 1 2 103
7 32 2 2 1 3 1 4 2 1 1 1 1 1 1 1 1 60 28 2 13 12 25 4 1 8 323
8 32 1 1 1 6 1 4 3 2 1 1 1 1 1 1 1 48 24 1 19 1 20 3 2 5 236
9 28 2 1 1 4 1 4 2 2 1 1 1 1 1 1 1 96 16 2 15 14 29 4 2 7 332
10 39 2 1 1 4 1 4 2 1 1 1 1 1 1 1 1 60 30 3 15 9 24 4 2 7 291
11 25 1 2 1 6 5 5 4 2 1 1 1 1 1 1 1 84 16 3 12 14 26 4 1 4 171
12 30 2 1 1 3 1 4 2 1 1 1 1 1 1 1 1 36 25 2 18 14 32 5 3 6 254
13 22 2 1 1 2 1 4 2 2 1 1 1 1 1 1 1 26 18 2 18 18 36 5 1 5 190
14 20 1 1 1 2 4 5 3 2 1 1 1 2 1 1 1 60 14 1 18 20 38 5 3 5 238
15 26 2 2 1 2 1 4 2 2 1 1 2 2 1 1 2 48 16 5 20 14 34 5 1 4 158
16 27 2 1 1 2 1 4 2 1 1 1 1 1 1 1 1 36 24 2 16 15 31 4 1 4 144
17 16 1 1 1 5 1 4 2 2 1 1 2 1 1 1 1 24 14 4 17 15 32 5 1 7 280
18 28 2 2 3 2 1 4 2 1 1 1 1 1 1 1 1 12 27 1 9 5 14 2 1 2 120
19 32 2 2 1 2 1 4 2 1 1 1 1 1 1 1 1 60 25 2 18 14 32 5 3 8 351
20 36 1 2 1 3 3 4 2 1 1 1 2 1 2 1 1 72 15 7 16 12 28 4 1 5 245
21 26 2 2 1 3 1 4 2 2 1 1 1 1 1 1 1 24 24 1 15 8 23 3 1 2 120
22 24 1 2 1 3 1 4 2 1 1 1 2 1 1 1 1 48 20 2 18 17 35 5 2 9 352
23 28 2 2 1 3 1 4 2 1 1 1 1 1 1 1 1 36 25 1 14 8 22 3 1 3 171
24 17 1 1 1 5 1 4 2 2 1 1 1 1 1 1 1 12 15 3 18 14 32 5 3 5 204
25 25 1 1 1 4 1 4 2 2 1 1 2 1 1 1 1 48 20 1 9 15 24 4 2 8 358
26 34 2 2 1 3 1 4 2 1 1 1 1 1 1 1 1 72 18 2 18 8 26 4 2 4 144
27 27 1 1 1 2 3 4 2 2 1 1 1 1 1 1 1 8 26 1 4 12 16 3 1 3 154
28 35 2 1 1 2 1 4 2 1 1 1 2 1 1 1 1 48 20 2 16 14 30 4 3 8 340
29 37 2 2 1 2 1 4 2 1 1 1 1 1 1 1 1 72 30 2 12 6 18 3 1 5 208
30 29 1 2 1 5 1 4 2 2 1 1 1 2 1 1 1 60 17 2 20 18 38 5 4 9 395
SNO CON AGG SYM SEX REL PAT DOU HOAR O OTHER O WASH CHECK REPEAT ORDER HOAR CO OTHER C
1 1 2 2 2 2 1 1 2 1 1 2 2 1 2
2 1 1 2 2 2 1 1 1 1 1 1 2 1 2
3 2 2 1 1 1 1 1 1 2 1 1 1 1 2
4 2 2 1 1 1 1 1 1 2 1 1 1 1 2
5 1 2 1 1 1 2 1 1 1 2 1 1 1 1
6 2 1 1 1 1 2 1 1 2 1 1 1 1 1
7 2 2 1 2 1 1 1 1 2 1 1 1 1 2
8 2 1 1 1 1 2 1 1 2 2 1 1 1 1
9 2 2 1 1 1 2 1 1 2 2 1 1 1 2
10 1 2 1 1 1 2 1 1 1 2 1 1 1 2
11 2 1 1 1 1 2 1 1 2 2 1 1 1 1
12 2 2 1 1 1 2 1 1 2 2 1 1 1 1
13 2 1 2 1 1 2 1 1 2 2 1 2 1 1
14 1 2 2 1 1 1 1 1 1 1 1 2 1 2
15 2 2 2 1 1 1 1 1 2 1 1 2 1 1
16 2 2 1 1 1 1 1 1 2 1 1 1 1 2
17 1 2 2 2 2 1 1 1 1 1 1 2 1 2
18 2 1 1 1 1 2 1 1 2 2 1 1 1 1
19 2 1 2 2 1 1 1 1 2 1 1 2 1 2
20 2 1 1 2 2 1 1 1 2 1 1 2 1 1
21 1 1 1 1 1 2 1 2 1 2 1 1 1 2
22 2 2 2 1 1 2 1 1 2 2 1 2 1 1
23 2 1 2 1 1 2 1 1 2 1 1 2 1 1
24 1 1 2 2 2 1 1 1 1 1 2 2 1 2
25 1 1 2 1 1 2 1 1 1 2 1 2 1 1
26 2 1 2 1 1 2 1 1 2 2 1 2 1 1
27 1 1 2 1 1 2 1 1 1 2 1 2 1 1
28 2 2 1 1 1 2 1 1 2 2 1 1 1 2
29 2 2 1 1 1 1 1 1 2 2 1 1 1 1
30 2 1 2 2 2 1 1 1 2 1 1 2 1 2
SNO Q1 Q2 Q3 Q4 Q5 Q6 Q7 Q8 Q9 Q10 Q11 Q12 Q13 Q14 Q15 Q16 Q17 Q18 Q19 Q20 Q21 Q22 Q23 Q24 Q25 Q26
1 2 1 3 4 2 3 3 2 3 2 1 3 2 2 2 4 2 2 2 2 3 4 3 4 3
2 2 1 2 3 2 2 2 2 3 2 1 3 2 1 1 3 2 1 1 2 2 3 2 3 4
3 2 1 4 5 1 2 1 2 2 1 3 3 2 1 3 1 1 1 2 3 3 4 3 4 4 5
4 2 1 3 3 1 2 2 4 3 1 3 2 2 3 3 1 2 3 3 3 2 2 3 4 4 3
5 3 2 1 2 3 3 3 4 4 4 4 3 4 4 3 4 3 4 4 3 4 5 4 4 4 2
6 3 1 2 3 3 2 2 4 4 3 4 3 4 3 4 4 3 3 4 4 3 3 4 3 4 3
7 2 1 4 4 2 3 2 3 4 2 3 3 3 2 2 1 2 2 3 3 3 2 4 3 3 3
8 2 2 1 2 3 4 3 4 4 4 4 3 4 3 4 4 3 4 4 4 4 5 4 3 2
9 2 1 2 3 2 3 3 4 3 3 3 2 4 3 4 2 4 4 4 4 4 4 3 3 3
10 1 1 1 3 2 4 3 4 4 3 4 2 4 3 3 3 3 3 3 4 3 4 4 3 3 3
11 2 1 1 3 2 3 3 4 3 3 4 3 4 4 3 3 3 4 4 3  4 4 4 4 3
12 1 1 3 4 1 2 2 3 3 2 2 3 3 2 3 1 2 3 2 4 3 4 3 3 4 5
13 2 1 3 3 1 2 1 3 3 1 3 3 3 3 2 1 2 3 2 3 3 4 3 3 5
14 1 1 1 4 3 2 2 4 4 1 1 3 4 3 2 4 3 3 2 2 2 4 4 4 4
15 1 1 2 2 2 2 2 4 4 3 3 3 4 3 2 3 3 4 4 2 2 4 4 4 4
16 2 1 2 2 2 3 2 4 4 2 4 3 3 3 3 4 3 3 3 3 3 3 4 4 5 4
17 1 1 1 1 1 2 3 4 4 3 2 3 4 2 3 4 3 2 2 2 2 4 3 3 4
18 2 1 1 3 3 4 1 5 5 3 4 3 5 4 1 4 4 3 4 3 4 3 3 3 4 2
19 2 1 3 2 1 1 1 4 4 4 3 3 4 2 3 4 2 3 2 3 2 4 4 4 4 5
20 3 1 2 2 2 3 2 4 4 2 4 3 4 3 2 1 4 3 4 3 2 3 4 4 3 4
21 3 1 1 1 3 3 3 4 4 3 4 2 4 4 3 3 4 4 5 3 4 4 4 3 3
22 2 1 4 3 1 2 1 3 4 4 2 3 4 2 4 3 2 3 2 3 2 3 3 3 3 4
23 2 1 1 1 3 4 4 4 3 2 4 3 3 4 1 1 4 3 3 4 4 3 4 3 4 3
24 1 1 1 4 2 2 2 4 3 4 2 3 3 2 5 4 3 2 2 3 3 4 4 4 5
25 3 1 2 2 2 3 2 4 4 3 3 3 3 3 1 3 4 3 4 4 3 4 4 4 5
26 2 1 3 2 2 3 2 4 4 3 3 3 4 3 3 3 3 3 4 3 3 4 3 3 3 3
27 4 1 1 1 3 4 3 4 4 4 4 3 4 4 4 3 2 3 2 4 3 3 3 3 2
28 1 1 4 3 1 1 1 3 3 1 3 3 3 1 1 1 3 3 2 3 3 4 3 4 3 5
29 1 1 4 2 1 2 2 4 4 3 3 2 4 3 2 3 3 3 3 3 3 4 4 4 3 4
30 1 1 4 4 1 1 1 4 4 3 3 2 3 3 2 2 2 3 2 2 4 4 3 3 5
KEY TO MASTER CHART 
1.AGE 
 
2.SEX                     MALE-1       
                              FEMALE -2 
3.RESIDENCE       RURAL-1 
                              URBAN -2 
4.RELIGION          HINDU-1 
                              CHRISTIAN -2 
                              MUSLIM-3 
5.EDUCATION    ILLITERATE -1 
                             PRIMARY SCHOOL -2 
                             MIDDLE SCHOOL -3 
                             HIGH SCHOOL -4 
                             INTER/POSTHIGH SCHOOL- 5 
                             GRADUATE/PG -6 
                             PROFESSION-7 
6.OCCUPATION     UNEMPLOYED -1 
                                 UNSKILLED -2 
                                  SEMISKILLED -3 
                                 SKILLED -4 
                                 CLERICAL/SHOP OWNER -5 
                                 SEMIPROFESSION -6 
                                 PROFESSION -7 
7.INCOME              1600 -1 
                                 1601 - 4809 -2 
                                 4810- 8009 -3 
                              8010-12019-4 
                             12020-16019-5 
                              16020-32049-6 
 
8.SOCIOECONOMIC STATUS 
 
                               LOWER - 1 
                               UPPER LOWER-2 
                               LOWER MIDDLE-3 
                                UPPER MIDDLE -4 
 
9. MARITAL STATUS    
            
                                  MARRIED -1 
                                  UNMARRIED -2 
 
10.TYPE OF FAMILY 
                            
                                  NUCLEAR – 1 
                                   JOINT   - 2 
 
11. FAMILY HISTORY OF OCD 
  
                                   ABSENT – 1 
                                   PRESENT – 2 
 
12. FAMILY HISTORY OF OTHER PSY ILLNESS 
  
                                   ABSENT – 1 
                                   PRESENT – 2 
 
13. FAMILY HISTORY  - SUICIDE 
 
                                   ABSENT – 1 
                                   PRESENT – 2 
 
14. SUBSTANCE 
                                ABSENT - 1 
                                ALCOHOL -2 
                               NICOTINE- 3 
                               CANNABIS – 4 
 
15. PAST H/O  PSY ILLNESS 
 
                               ABSENT – 1 
                               PRESENT – 2 
 
16. PAST H/O SUICIDE 
 
                               ABSENT – 1 
                               PRESENT – 2 
 
17.DURATION OF OCD 
 
18.AGE OF ONSET 
 
19. COMORBIDITY 
 
                             NO COMORDITY - 1 
                             DEPRESSION – 2 
                              GENERALISED ANXIETY DISORDER–3 
                              SOCIAL ANXIETY DISORDER  – 4 
                              PANIC DISORDER -  5 
                              TIC DISORDER – 6 
                              SUBSTANCE USE DISORDER – 7 
                              BIPOLAR MOOD DISORDER – 8 
                              PSYCHOSIS – 9 
 
20. YBOCS OBSESSION SCORE          0-20 
21. YBOCS COMPULSION SCORE      0-20 
22.  YBOCS TOTAL                               0 – 40 
 
23. YBOCS SEVERITY  
                            
                              SUBCLINICAL (0-7)      -1 
                              MILD(8-15)                  - 2 
                              MODERATE (16-23)  – 3 
                              SEVERE (24-31)          - 4 
                              EXTREME (32-40)       - 5 
 
24.BABS ( BROWN ASSESMENT OF BELIEF SCALE) 
 
                               EXCELLENT – 1 
                               GOOD – 2 
                               FAIR – 3 
                               POOR – 4 
                               ABSENT – 5 
 
25. PSLES EVENTS 
26.PSLES TOTAL SCORE 
 
 
 
                      
 
 
 
YBOCS SYMPTOM CHECKLIST (YBOCS CL) 
 
           OBSESSION, 
1. CONTAMINATION                        ABSENT -1             PRESENT - 2 
2. AGGRESSION                                 ABSENT -1             PRESENT - 2 
3. SYMMETRY                                    ABSENT -1             PRESENT - 2 
4. SEXUAL                                           ABSENT -1             PRESENT - 2 
5. RELIGIOUS                                     ABSENT -1             PRESENT - 2 
6. PATHOLOGICAL DOUBTS            ABSENT -1             PRESENT - 2 
7. HOARDING                                    ABSENT -1             PRESENT - 2 
8. OTHERS                                          ABSENT -1             PRESENT - 2 
 
                        COMPULSION, 
                               9.WASHING                                        ABSENT -1             PRESENT - 2 
                              10.CHECKING                                      ABSENT -1             PRESENT - 2 
                              11.REPATING                                      ABSENT -1             PRESENT - 2 
                              12. ORDERING                                    ABSENT -1             PRESENT - 2 
                              13.HOARDING                                    ABSENT -1             PRESENT - 2 
                              14. OTHERS                                         ABSENT -1             PRESENT – 2 
 
 
 
QUALITY OF LIFE 
QOL 1 : QUALITY OF LIFE – PHYSICAL DOMAIN 
QOL 2 : QUALITY OF LIFE – PSYCHOLOGICAL DOMAIN 
QOL 3 : QUALITY OF LIFE – SOCIAL RELATIONSHIP DOMAIN 
QOL 4 : QUALITY OF LIFE – ENVIRONMENTAL DOMAIN 
QOL T : QUALITY OF LIFE – TOTAL SCORE ON QOL SCORE 
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